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OSHA’S PROPOSED RULE ON 
INDOOR AIR QUALITY 
DOCKET NO. H-122 


INTRODUCTION 

More than 22 months have passed since the U.S. 
Occupational Safety and Health Administration 
(OSHA) published a proposed rule on air quality in 
indoor workplaces, launching the largest rulemaking in 
the agency’s history. 59 Fed. Reg. 15,968 (April 5, 
1994). Within four months of publishing the proposed 
rule, OSHA received more than 105,000 written 
comments on it. These were in addition to the 1,200 
responses the agency received to a request for informa¬ 
tion on indoor air, which had been published in 1991. 
56 Fed. Reg. 47,892 (September 20, 1991). OSHA’s 
public hearing on the proposed rule was convened 
September 20, 1994; it concluded March 13, 1995, 
after more than 400 witnesses had testified. 

Witnesses who testified at the six-month hearing 
included an OSHA panel and 16 expert witnesses 
retained by the agency to appear on its behalf. Among 
the 16 expert witnesses were a number of outspoken 
opponents of public smoking, including Neil 
Benowitz, M.D.; Stanton Glantz, Ph.D.; Hal Levin; 
Jonathan Samet, M.D.; and A. Judson Wells. A list of 
all 16 witnesses, including their addresses and short 
descriptions of their testimony, appears in Appendix A 
to this overview document. 

Other testimony was provided by R.J. Reynolds’ 
scientists, the EPA’s Steven Bayard, and experts on 
scientific and technical issues pertaining to ETS and 
IAQ. Comprehensive testimony was also offered by 
labor union representatives; building owners and 
managers; ventilation, filtration and air cleaning device 
manufacturers and contractors; state legislators; and 
representatives of the hospitality industry. In addition, 


a diverse group of witnesses representing small busi¬ 
nesses from across the country voiced concerns about 
the feasibility of the proposed rule and the cost of 
compliance. Concerns over the impartiality of the 
OSHA panel and the fairness of the hearing led Philip 
Morris to withdraw its company representatives who 
had been scheduled to testify. 

Two opportunities for comment on the public record 
were established at the conclusion of the hearing on the 
proposed rule. The first post-hearing period called for 
submissions such as “answers to questions you were 
asked at the hearing by the OSHA panel or by others 
in the audience, additional scientific evidence, and 
recommendations and supporting reasons which you 
believe to be relevant to the subject of the hearing.” 

The deadline for post-hearing submissions of such 
additional data and information was ultimately set at 
September 1, 1995. 

The final post-hearing comment period ended 
February 9, 1996; it allowed submission of briefs 
rebutting and analyzing the record, as well as recom¬ 
mendations to OSHA on the agency’s next course of 
action regarding the proposed rule. The day before the 
final comment period ended, Philip Morris filed a 
five-volume brief that calls upon OSHA to revise its 
proposed rule on indoor air and indoor smoking in a 
way that comprehensively addresses indoor air quality 
as an aggregate whole rather than unfairly singling out 
ETS. Philip Morris further urges OSHA to address 
scientific and technical “flaws” in the proposed rule, as 
well as “information gaps” relating to the rule’s poten¬ 
tial economic impact on small businesses and other 
entities. R.J. Reynolds also filed a comprehensive brief 
with the agency, as did The Tobacco Institute. 
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It is now up to OSHA to review the unprecedented 
record that has accumulated on the proposed rule and 
decide what to do next. The process will take months 
and may be measured in years. “It’s safe to say the 
[indoor air rule] is not something that will get out this 
year,” an OSHA spokesperson was quoted as saying 
when the final comment period ended. See Occupa¬ 
tional Safety & Health Daily , February 9, 1996. 

Reasons given for estimates of a long agency review 
period include budget cuts, competing priorities within 
the agency, the sheer size of the record, scientific 
disputes about alleged ETS health effects, a Congress 
that is “generally skeptical of workplace regulations,” 
and the Clinton administration’s apparent reluctance 
to upstage the proposed FDA tobacco control rules 
with an OSHA rule. See The Wall Street Journal, 
February 2, 1996; AP Online, December 8, 1995. 

A January 30, 1996, memorandum from OSHA 
Assistant Secretary Joseph Dear to the agency’s na¬ 
tional office directors suggests that the proposed rule is 
not a fiscal year (FY) 1996 priority. “As a result of 
shutdowns, budget cuts, contingency funding, and 
uncertainties, OSHA has had to reassess our priorities,” 
Dear states in the memo. Although the proposed rule is 
not listed as a FY 1996 priority, Dear also states that 
“...[i]f resources permit, we should continue to work 
on our other projects.” 

The expanding duration of the rulemaking process 
apparently provided the impetus for Action on Smok¬ 
ing and Health (ASH) to file its sixth petition against 
OSHA in the D.C. Circuit Court of Appeals on 
December 22, 1995. In its current petition (five prior 
petitions were dismissed by the court), ASH “seeks 
review of OSHA’s determination to deliberately violate 
its own cancer policy time period deadlines by not 
deciding whether to issue a standard regulating envi¬ 
ronmental tobacco smoke (ETS) as a potential 
occupational carcinogen by November 11, 1995, and 
by instead extending the time period for comments 
beyond that provided by the cancer policy which this 
Court has recognized controls.” ASH argues that 
OSHA was required by its Cancer Policy to issue a 
final decision within 120 days from the last day of any 
hearing. According to ASH, “that date was on or about 
July 11, 1995, a date which has long since passed.” In 
an attendant motion to expedite the rulemaking 
process, ASH claims, “immediate action is necessary by 


the Court to protect the health of many millions of 
workers, including ASH members, who face irreparable 
injury as a result of the Occupational Safety and 
Health Administration’s failure to comply with the law 
and proceed to regulate environmental tobacco smoke 
in the workplace in a timely manner.” 

Increasing pressure for OSHA to take some course of 
action on the proposed rule has been wielded not only 
by ASH but by members of Congress, including 
Senator Wendell Ford (D-Ky.). Reacting to findings of 
a Congressional Research Service (CRS) report released 
in late 1995, Ford immediately called on OSHA to 
reopen hearings on the proposed standard. “This 
report from CRS — a nonpartisan and objective 
organization — shows there is absolutely no scientific 
justification for smoking bans or defacto bans like the 
proposed rule coming out of OSHA,” he said. Titled 
“Environmental Tobacco Smoke and Lung Cancer,” 
the report criticizes the science underlying the pro¬ 
posed standard and questions the validity of the 1993 
EPA Risk Assessment on ETS. 

The possibilities for OSHA’s next step in the 
rulemaking process include issuing a revised proposed 
rule; dropping the rule completely; and reopening the 
public record for written comments and public 
hearings to consider additional information. Organi¬ 
zations such as ASH urge another option -- a final 
rule on ETS banning all workplace smoking. Follow¬ 
ing the publication of any final rule in the Federal 
Register, affected parties can obtain judicial review in 
the U.S. Court of Appeals. 

SUMMARY AND OVERVIEW 
OF PROPOSED RULE 

The proposed rule on air quality in indoor workplaces 
would apply to nearly six million workplaces, including 
bars and restaurants. It would require employers in 
every industrial and nonindustrial worksite in the 
United States to prohibit smoking indoors or restrict 
smoking to a separate room with outside exhaust and 
negative pressure. No employee could be compelled to 
enter a designated smoking room while performing 
normal work activities. The proposed rule makes no 
exemption for small businesses; self-employed indi¬ 
viduals without employees would, however, be 
exempted under the OSH Act. 
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The proposed rule would address indoor air quality 
(IAQ) concerns in nonindustrial workplaces by 
requiring employers to (i) implement IAQ compliance 
plans that would ensure the proper operation and 
maintenance of ventilation systems to control indoor 
air contaminants; (ii) adopt IAQ control procedures 
during workplace renovation and remodeling; (iii) 
implement measures to control indoor air contami¬ 
nants; (iv) provide employees with information and 
training on IAQ measures; and (v) establish employee 
complaint procedures. OSHA maintains that the 
proposed rule “would not require all building owners 
to install new ventilation systems.” 


Indoor smoking provisions of the proposed rule 

provide as follows: 

Tobacco Smoke 

(i) In workplaces where the smoking of tobacco 
products is not prohibited, the employer shall 
establish designated smoking areas and permit 
smoking only in such areas; 

(ii) The employer shall assure that designated 
smoking areas are enclosed and exhausted 
directly to the outside, and are maintained 
under negative pressure (with respect to 
surrounding spaces) sufficient to contain 
tobacco smoke within the designated area; 

(iii) The employer shall assure that cleaning and 
maintenance work in designated smoking 
areas is conducted only when no smoking is 
taking place; 

(iv) The employer shall assure that employees are 
not required to enter designated smoking areas 
in the performance of normal work activities; 

(v) The employer shall post signs clearly indicating 
areas that are designated smoking areas; 

(vi) The employer shall post signs that will clearly 
inform anyone entering the workplace that 
smoking is restricted to designated areas; and 

(vii) The employer shall prohibit smoking within 
designated smoking areas during any period 
that the exhaust ventilation system servicing 
that area is not properly operating. 


In the preamble to the proposed rule, as it was 
published in the April 1994 Federal Register, OSHA 
reviews a number of comments responding to its 1991 
Request for Information on indoor air and discusses 
the rationale for its proposed rule. The EPA Risk 
Assessment on ETS is cited as support for the agency’s 
determination that ETS in the workplace must be 
regulated. OSHA further states that it has submitted its 
proposed standard to EPA for review and comment. 

OSHA states explicitly that ETS exposure results in 
the following health effects: (i) irritation of the eyes 
and upper respiratory tract; (ii) decreases in pulmonary 
function and the risk of developing chronic pulmonary 
disease; (iii) cardiovascular effects, including acute 
effects such as exacerbation of angina and chronic 
effects such as atherosclerosis; (iv) reproductive effects, 
including low birth weight, miscarriage and congenital 
abnormalities; and (v) cancer. 

The proposed standard was announced in a March 
25, 1994, press briefing conducted by Robert Reich, 
U.S. Secretary of Labor, and Joseph Dear, Assistant 
Secretary of Labor in charge of OSHA. “The decision 
to propose a strong set of standards to remedy this 
hazard [poor indoor air quality] was not taken lightly,” 
Reich said. “Soon after this administration arrived in 
Washington, we commenced an analysis of all of the 
research to date linking poor air quality at the work¬ 
place to serious illnesses and deaths among American 
workers, including heart disease, upper respiratory 
illnesses and disease, and cancer. After many months of 
analysis, it is clear that there is sufficient evidence to 
commence this rulemaking proceeding.” 

Assistant Secretary Dear said the rule would be 
“self-enforcing” in regard to ETS. “Twenty-five percent 
of the nation’s employers already have restrictions on 
smoking,” he said. “There are a lot of public facilities 
where smoking is already restricted. And it seems to 
work without any outside enforcement activity.” 
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WORKPLACES AFFECTED BY 
PROPOSED RULE 

Residences 

Residential areas in buildings that contain offices 
would apparently not be affected by the proposed 
smoking restrictions because of OSHA’s jurisdiction 
over employers and workplaces only. OSHA’s failure to 
clearly exclude private residences from coverage under 
the ETS provisions of the proposed rule, however, 
raises the prospect of the agency citing homeowners 
and home service companies for exposing their em¬ 
ployees to ETS. 

OSHA’s proposed rule, as originally worded, would 
pose severe challenges to smokers who operate 
home-based businesses. Under the original ETS 
provisions of the rule, such business people would have 
to ban smoking in their own homes entirely, restrict 
smoking to a specially ventilated smoking room where 
no work could be performed, or shut down the 
business. During the hearing, however, OS HA Direc¬ 
tor of Policy Michael Silverstein, M.D., indicated that 
the agency does not intend to regulate smoking inside 
private residences. “The provisions of the proposed rule 
cover only workplaces, and the final rule will in no way 
challenge the ability of an individual to smoke in a 
private home,” he said. 

Mixed-Use or Multi-Employer Buildings 

OSHA maintains that it has a long history of enforc¬ 
ing OSHA standards in multi-employer worksites. See 
Anning-Johnson, 4 OSH Cas. (BNA) 1193; Harvey 
Workover, Inc., 7 OSH Cas. (BNA) 1687; OSHA 
Field Operations Manual {CL 2.45 CH-1, Chapter 
V-9). In general, OSHA holds employers responsible 
for the health and safety of only their own employees. 
However, under certain circumstances an employer 
may be cited for endangering the safety or health of 
another employer’s employees. In determining who to 
hold responsible, OSHA states that it will look at who 
created the hazard, who controlled the hazard, and 
whether all reasonable means were taken to deal with 
the hazard. Where there is a multi-employer worksite 
covered by the proposed rule, OSHA contemplates 
that the affected employers will divide the IAQ respon¬ 
sibilities in the manner that makes the most sense. 


Those who have information that must be kept under 
the proposal will make use of the information or make 
it available to those who need it in the discharge of 
their duties. 

Restaurants, Bars and Hotels 

As currently drafted, the proposed standard would 
make no exemption for restaurants and bars. Instead, it 
would (i) treat restaurants and bars as workplaces 
covered by the proposed rule; (ii) require separate, 
enclosed smoking areas for all restaurants and bars that 
wish to permit indoor smoking; and (iii) prohibit work 
from being performed in a designated smoking area. 
The practical effect of the proposed rule for the 
hospitality industry is that employees may not service 
customers in an area where smoking is taking place — 
neither to deliver food or beverages in a restaurant or 
tavern, nor provide room or maid service in a hotel, 
nor supervise gaming tables in a casino. 

When Assistant Secretary Dear was asked during the 
March 1994 press briefing if these provisions would 
amount to a “flat ban on smoking in restaurants,” 
Dear replied, “As the rule is proposed, that would be 
the effect.” 

During the hearing, OSHA officials acknowledged 
that ETS was the only indoor air quality issue in 
restaurants they had studied. They also conceded that 
fumes similar to ETS are often emitted in restaurant 
kitchens but that the proposed rule lacks a provision 
requiring kitchens to be ventilated separately. 

Hotels would also be covered by the proposed rule. 
Sleeping rooms would be covered because staff who 
provide delivery, custodial and maintenance services 
regularly work in such rooms. Furthermore, smoking 
in hotel rooms would be prohibited at all times, not 
just while employees are working in the room, because 
of alleged ETS “contamination.” Even though the 
proposed rule permits custodial and maintenance 
employees to work in unoccupied designated smoking 
areas (59 Fed. Reg. 1910.1033(e) (1) (iii)), smoking 
would still be prohibited in sleeping rooms because 
other employees, such as bellhops and room service 
employees, are required to enter the rooms. It is not 
clear if OSHA would require hotel rooms in which 
smoking is permitted to be exhausted separately. 
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PUBLIC PARTICIPATION IN THE 
RULEMAKING PROCESS 

OSHA invited the public to submit written data, 
views and arguments concerning the proposed rule by 
August 13, 1994. In all, more than 105,000 submis¬ 
sions were docketed, including comprehensive 
comments from Philip Morris questioning OSHA’s 
reliance on selected ETS studies and pointing out 
instances where the agency failed to sufficiently justify 
its choices. OSHA officials reported that many of the 
letters expressed opposition to the rule’s smoking 
restrictions and objections to government interference 
in people’s personal lives. 

When the public comments received by OSHA 
totaled 100,000, the agency made a submission to the 
record. In OSHA’s letter, marked Exhibit 9-100,000, 
the agency stated, “This docket submission represents 
a significant milestone in the Occupational Safety and 
Health Administration’s rulemaking process . . . 
Throughout the history of the OSHA regulatory 
process, the number of comments have [typically] 
remained below 1,000.” OSHA went on to indicate 
that the “magnitude of responses submitted as a 
result of the Federal Register publication . . . was one 
of an organized effort by organizations with the idea 
that volume was important . . [historically] the 
rulemaking process has been a collection and 
consideration of scientific information and decisions 
were made on that basis and not on the basis of the 
number of comments received . . . The magnitude of 
the H-122 docket impacted the entire rulemaking 
docketing process.” 

Late submissions and letters submitted separately by 
members of the public to legislators were also accepted 
by OSHA and totaled more than 4,800. 

People wishing to participate in the hearing were 
required to submit to OSHA a notice of intention to 
appear. In all, OSHA docketed nearly 800 notices of 
intent to appear, many of which came from small 
business owners. Walk-on witnesses were also allowed 
to testify at OSHA’s public hearing on the proposed 
rule, even though no notice of intent to appear had 
been filed; many of the witnesses who appeared at the 
hearing were “walk-ons.” 


DATES RELATED TO PROPOSED RULE 

Publication of Request for Information in Federal 

Register .... September 20, 1991 

Deadline for Responses to Request for Informa¬ 
tion .... March 20, 1992 

Publication of Proposed Rule in Federal Register.... 

April 5, 1994 

Deadline for Notices of Intention to Appear .... 

August 5, 1994 

Deadline for Written Comments on the Proposed 

Standard .... August 13, 1994 

Deadline for Testimony and Evidence to Be 

Submitted at Public Hearing .... August 13, 1994 

OSHA Public Hearing .... September 20, 1994 

Conclusion of OSHA Public Hearing .... 

March 13, 1995 

Deadline for Post-Hearing Submissions .... 

September 1, 1995 

Deadline for Post-Hearing Briefs.... February 9, 1996 

THE HEARING ON THE 
PROPOSED RULE 

The public hearing on OSHA’s proposed rule on 
indoor air and indoor smoking began September 20, 
1994, in Washington, D.C. Administrative Law Judge 
John Vittone presided over the informational adminis¬ 
trative proceedings, which were originally anticipated 
to conclude in December 1994, but which ultimately 
drew to a close in March 1995. Because the hearing 
was not adjudicative in nature, rules of evidence did 
not apply. Questions of relevance, procedure and 
participation were typically decided to favor develop¬ 
ment of the record. 

In a prehearing press conference, Assistant Secretary 
of Labor in charge of OSHA Joseph Dear spoke of the 
need to develop a sound factual basis for the proposed 
standard. “Let me emphasize that this proposed 
regulation is a starting point, and not a fixed position. 
We enter these hearings with no rigid preconceptions 
about the right way to ensure that American workers 
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have safe air to breathe,” Dear said. Sentiments of the 
preliminary nature of the proposed rule and desire to 
hear from the public were later echoed by OSHA’s 
acting director of health standards, John Martonik, 
and other members of the OS HA panel, who testified 
during the first two days of the hearing. “The purpose 
of this public hearing is to fully develop a clear, 
accurate and complete rulemaking record upon which 
the final standard will be based,” Martonik said. 

Other members of OSHAs panel of witnesses 
included OSHA’s Director of Policy Michael 
Silverstein, M.D., and Dr. James Repace, a physicist 
“on detail to OS HA from the EPA.” 

During testimony the OSHA panel admitted that it 
had not yet read RJ. Reynolds’ submission to the 
rulemaking docket and could not say whether the 
agency had opened the Philip Morris comments before 
start of the hearing. Martonik further acknowledged 
that OSHA had not yet reviewed the majority of 
comments it had received. 

Questions were posed to the OSHA panel about the 
scope of the proposed rule, as well as the accuracy and 
reliability of the studies and data the agency relied on 
for its ETS proposal. The panel was questioned by 
representatives of the National License Beverage 
Association, the Virginia Group to Alleviate Smoking 
in Public (GASP), attorneys for The Tobacco Institute 
and cigarette manufacturers, and the Building Owners 
and Managers Association (BOMA). 

The second day of the hearing included testimony 
and questioning of the OSHA panel, as well as that of 
Stanton Glantz, a well-known antismoking activist. 
Glantz, who holds a Ph.D. in applied mechanics and 
engineering economics, is currently a professor of 
medicine in the division of cardiology at the Univer¬ 
sity of California-San Francisco. He discussed his 
studies on ETS exposure and heart disease, as well as 
his study of California restaurant sales data in which 
he asserted that smoking bans have no effect on 
restaurant revenues. 

Testifying on behalf of OSHA on the third day of the 
hearing were experts Joseph Lstiburek (a civil engineer 
and IAQ specialist); Hal Levin (an architect who 
specializes in IAQ problems and member of 
ASHRAE’s committee to revise Standard 62-1989 on 
ventilation); and Jonathan Samet, M.D. (an epidemi¬ 
ologist at the Johns Hopkins University School of 


Public Health). Samet noted that toxic pollutants 
such as carbon monoxide, radon, ETS, and asbestos 
could cause clinically evident disease, exacerbate 
existing diseases and impair human physiology. He 
also noted that several groups since 1986 have 
concluded that ETS causes lung cancer, and he briefly 
discussed the EPA 1993 risk assessment’s conclusions 
on ETS. During a cross-examination in which various 
epidemiologic flaws in the EPA’s risk assessment were 
pointed out, however, Samet acknowledged that he 
could not rely on a single epidemiologic study to 
ascertain causality when other relevant studies were 
also available. 

October 28, 1994, marked the first of several appear¬ 
ances by plaintiffs’ attorney Ronald Motley of the firm 
of Ness, Motley, Loadholt, Richardson &C Poole in 
Charleston, South Carolina. Motley represents a 
number of plaintiffs in product liability suits against 
cigarette manufacturers. Motley claimed to represent 
numerous organizations, including the American 
Medical Association (AMA). In his vigorous and often 
harsh cross-examinations of witnesses, most of his 
questions apparently related to pending litigation 
instead of the OSHA proceedings. 

The week of October 31, 1994, provided some of the 
first substantive scientific testimony on ETS-related 
issues from witnesses other than those named by 
OSHA. On Thursday, November 3, Jeffrey Idle, 

Ph.D., a British chemist specializing in 
pharmacogenetics, concluded that the concentrations 
of numerous substances that could be attributed to 
ETS typically fall well below — 10 to one million times 
below — OSHA’s own workplace concentration limits. 
In his opinion, this criticism severely undermines the 
basis of OSHA’s proposed rule. 

During November, a number of scientists testified 
on behalf of Philip Morris and The Tobacco Insti¬ 
tute. On November 16, British statistician Anthony 
Springall, Ph.D., and Stanford University statistician 
Paul Switzer, Ph.D., discussed issues such as publica¬ 
tion bias, OSHA’s failure to use workplace studies, 
meta-analysis, confounding, and other statistical 
techniques that had fundamentally flawed the devel¬ 
opment of OSHA’s methodology used in the 
proposed rule. 

When plaintiffs’ attorney Michael Gertler questioned 
Switzer about his financial arrangements with The 
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Tobacco Institute, Judge Vittone stopped Gertler’s 
questions to establish ground rules on questions 
related to witnesses’ financial ties to the tobacco 
industry, saying that such discussion did not contrib¬ 
ute positively to establishing a record, and could, in 
fact, even discourage people from appearing at the 
hearing. Later, during Gertler’s cross-examination of 
Springall, it was revealed that an attorney in Gertler’s 
New Orleans law firm had contacted Springall the 
week before the hearing to obtain a copy of his 
curriculum vitae. Springall characterized the interac¬ 
tion as “appearing to be an attempt to get 
information under false pretenses.” 

On November 22, 1994, Philip Morris notified Judge 
Vittone and OSHA by letter that the company’s 
retained witnesses and counsel would not testify as 
scheduled on December 1. In the letter, Philip Morris 
questioned the true impartiality of the hearing because 
of the inclusion of well-known antitobacco advocates 
James Repace and Stanton Glantz on the OSHA panel. 
The letter also raised concerns over the prospect of the 
company’s witnesses being cross-examined by attorneys 
representing plaintiffs in pending products liability 
litigation. Company spokesman John Lenzi said that 
Philip Morris decided it would not allow plaintiffs’ 
attorneys’ “personal interests to distort the administra¬ 
tive process or allow them to litigate these issues in a 
regulatory hearing.” In fact, plaintiffs’ attorneys 
publicly stated they were participating in the hearing to 
“obtain information and expertise in dealing with the 
tobacco interests, their witnesses, and the tactics of 
their attorneys.” 

Just hours before its witnesses were slated to testify on 
December 7, 1994, the R.J. Reynolds Tobacco Co. 
(RJR) announced that its representatives would not 
testify unless Judge Vittone guaranteed that they would 
be able to appear as a panel. Judge Vittone assured the 
company that it could testify as a panel, and the 
company representatives later testified on January 
17-19, 1995. OSHA and others favoring the proposed 
rule argued to the judge that they should have the 
opportunity to question the RJR witnesses separately 
following each one’s presentation. RJR claimed other 
organizations, including OSHA and the AMA, had 
been allowed to make individual presentations and 
then were questioned as a panel. 


During the hearing’s holiday adjournment, ASH filed 
a notice of objection to Philip Morris 1 decision not to 
testify. Characterizing Philip Morris’ action as a 
“withdrawal . . . from continuing involvement,” ASH 
requested the following: (i) that Philip Morris and 
other tobacco industry representatives be requested to 
submit “to cross-examination in respect of their 
testimony;” or (ii) “that all records of 
cross-examination conducted by Philip Morris or 
other tobacco industry interests should be struck from 
the record unless such parties are themselves willing 
to submit to cross-examination in respect of their 
own testimony.” 

Judge Vittone overruled ASH’s objection at the 
conclusion of an 11-hour hearing on January 5, 1995, 
when one of the plaintiffs' counsel made an oral 
motion that Philip Morris should not be allowed to 
cross-examine witnesses because the company had 
previously withdrawn its witnesses. After extensive 
discussions on the record, including input from 
OSHA, the judge denied the oral motion of plaintiffs’ 
counsel and overruled ASH’s notice of objection. 

On January 17, 1995, RJR witnesses, appearing as a 
panel, began three days of testimony. Appearing on 
behalf of RJR were company scientists Christopher 
Coggins, Michael Ogden, Paul Nelson, Hoy 
Bohanan, Stephen Sears and Thomas Steichen. The 
first day of the testimony was spent with each giving 
individual testimony in areas such as indoor air 
exposure studies, epidemiology, biomarkers, 
misclassification, toxicology, and engineering. During 
the next two days, the scientists were cross-examined 
as a panel. Most of the cross-examination time was 
taken up by OSHA panel members, including 
Stanton Glantz and Jonathan Samet. 

Beginning the week of January 30 until its conclusion 
in March, the hearing entered the “General Public 
Phase,” in which approximately 150 individuals 
representing a variety of small business interests 
provided testimony. The witnesses described their 
reasons for opposition to the proposed rule, the 
difficulty of compliance with the rule, and ways they 
had already successfully addressed workplace smoking 
issues. Those testifying on January 31 represented 
diverse business interests, including the owner of a 
cushion company in Holyoke, Colorado; the sales 
manager of a car dealership in Dell Rapids, South 
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Dakota; and the owner of a small print shop in Bir¬ 
mingham, Alabama. 

The business witnesses provided testimony on many 
of the practical problems that the proposed rule would 
cause for businesses, as well as the financial hardship it 
would impose. Witnesses testified about the costs of 
the proposed rule, including those of constructing a 
smoking room to OSHA’s specifications, lost produc¬ 
tivity, and lost revenues. Witnesses also testified that 
the proposed rule was inflexible, and that OSHA’s 
one-size-fits-all approach would result in a defacto ban 
on smoking in the workplace for many businesses. 

Plaintiffs’ attorneys did not cross-examine witnesses 
during the public phase of the hearing until the 
February 3 appearance of Rhett Klok, of the Sibley 
law firm. In an apparent attempt to weaken the 
testimony of private citizens opposing the proposed 
standard on ETS, Klok tried to “establish a pattern” 
concerning the witnesses’ connections to Philip 
Morris. However, he was quickly admonished by 
Judge Christine Moore, one of several administrative 
law judges who presided over the hearing during 
Judge Vittone’s temporary absence. 

After his appearance had been rescheduled several 
times, EPA biostatistician Steven Bayard began his 
testimony on March 10. Bayard, who was EPA’s 
project officer for the EPA’s Risk Assessment on ETS, 
was originally scheduled to testify in November 1994. 

As expected, Bayard focused most of his testimony on 
reviewing the conclusions contained in the EPA Risk 
Assessment on ETS, which classified ETS as a Group A 
(known human) carcinogen. With respect to OSHA, 
Bayard said that the proposed rule does not provide 
adequate support to conclude that ETS is a human 
lung carcinogen and that a further analysis of the 
weight of evidence for ETS and lung cancer would be 
forthcoming from OSHA. When asked on 
cross-examination if elimination of ETS altogether was 
necessary to eliminate a significant risk to health, 
Bayard said, “I suspect there’s a threshold, but I don’t 
know where it is.” 

The public hearing on the proposed rule drew to a 
close on March 13, 1995, with the scheduling of initial 
deadlines for post-hearing comments and the appear¬ 
ance of several small business witnesses opposed to the 
proposed restrictions on smoking. The comment 


period for post-hearing submissions was initially 
scheduled to end July 3 but was later extended to 
September 1 in response to requests from OSHA, the 
tobacco industry and other parties. 

POST-HEARING 
COMMENT PERIOD 

Thousands of submissions of additional data and 
information were docketed during the post-hearing 
comment period on the proposed rule. OSHA, itself, 
submitted more than 1,000 items to the record. Philip 
Morris submitted more than 1,200 new scientific, 
technical and economic items. 

On August 31, 1995, the next-to-last day for filing 
post-hearing comments on the proposed standard, a 
Virginia antismoking organization filed two unsigned 
motions to disqualify the following: (i) written testi¬ 
mony submitted by Philip Morris in support of the 
company’s notices of intention to appear at the public 
hearing on the proposed rule; and (ii) all 
“cross-examination questions by any attorney hired by 
Philip Morris or the Tobacco Institute and the subse¬ 
quent answers to those questions,” as well as any 
post-hearing comments or responses “from Philip 
Morris and their scientists or attorneys.” 

In the two motions, which were similarly worded, the 
Virginia Group to Alleviate Smoking in Public (GASP) 
claimed that while many witnesses in support of the 
proposed rule were cross-examined by Philip Morris, 
the same opportunity was not afforded Virginia GASP 
or others because Philip Morris withdrew its witnesses 
and did not testify. Virginia GASP purported that 
Philip Morris withdrew its witnesses after attorneys 
were engaged by “health advocates,” and that Philip 
Morris was required to testify before the public, but 
“only Philip Morris refused to abide by those rules. 
They filed a Notice of Intention to Appear, were 
scheduled to testify publicly in September, and that 
was rescheduled to December 1. They did not testify. 
This meant that they could actually have their cake and 
eat it too.” 

Judge Vittone denied the two motions on September 
14, 1995, stating in support of his decision, “The 
public hearing is primarily for information gathering 
and clarification and is not an adjudicative proceeding. 


crt 
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It was stated in the guidelines that questions of rel¬ 
evance, procedural questions and questions of 
participation would be decided liberally, in favor of 
inclusion and development of the record. With these 
principles in mind, the failure of Philip Morris to testify 
and be cross examined is a relevant factor in what weight 
OS HA may give the written testimony and cross 
examination of Philip Morris, but it does not warrant 
the exclusion of the testimony and cross examination.” 

Post-Hearing Briefs 

The deadline for submitting post-hearing briefs, 
position statements, recommendations, or rebuttals of 
material was initially extended from November 13, 
1995, to January 16, 1996, with government shut¬ 
downs and budget stalemates leading to a final 
extension to February 9, 1996. The initial extension 
was granted following a request by parties that in¬ 
cluded Philip Morris, R.J. Reynolds, ChemRisk, and 
The Tobacco Institute. In a letter to Judge Vittone, 
Philip Morris requested (i) a 120-day extension of the 
briefing period and (ii) an order from the judge 
directing OSHA to file all additional data and informa¬ 
tion by a specified date and to identify the source of 
each submission. 

Philip Morris’ request, filed on September 26, 1995, 
stated that “OSHA is still systematically filing addi¬ 
tional information and information in Docket H-122.” 
OSHA apparently reserved Exhibit 340 for its own 
submissions, designated more than 2,100 items for this 
exhibit, and filed documents into this docket number 
“throughout the month of September,” with the 1995 
Meridian Report representing one such item. As of 
September 26, approximately 50 percent of the 
materials OSHA designated for inclusion in Docket 
H-122 were not available for public examination. The 
company’s request contended that “OSHA’s untimely 
docketing of approximately 2,100 items. . . will 
effectively thwart any opportunities to consider 
OSHA’s submissions in the context of rebuttal in 
post-hearing briefs.” 

Meridian Report 

The 1995 Meridian Report, formally titled 
“Epidemiologic Studies of the Association between 
Environmental Tobacco Smoke and Disease: Lung 


Cancer and Heart Disease,” was prepared under 
contract to OSHA by Kenneth Brown, one of the 
primary authors of EPA’s Risk Assessment on ETS. 
Comprising 11 chapters and three appendices, the 
report’s conclusions include the following: (i) that 
based on the spousal smoking studies on lung cancer, 
ETS is a carcinogen; (ii) that there is a causal relation¬ 
ship between ETS exposure and the development of 
heart disease in nonsmokers; and (iii) that workplace 
ETS exposure increases the risk of lung cancer and 
heart disease in nonsmokers. 

Philip Morris’ Post-Hearing Brief 

In February 1996, Philip Morris submitted a 
three-volume comprehensive post-hearing brief and 
two-volume appendix that calls on OSHA to revise its 
proposed rule in a way that comprehensively addresses 
indoor air quality as an aggregate whole rather than 
unfairly singling out ETS. The company argues that 
such revisions would provide U.S. businesses with a 
thorough, yet flexible approach to indoor air quality 
that would address issues associated with workplace 
smoking in a manner that accommodates the interests 
of all concerned, including employers, nonsmoking 
employees and employees who choose to smoke. Other 
principal arguments in the brief include the following: 

OSHA has failed to demonstrate a significant risk 
of material health impairment for any disease 
endpoint among nonsmokers reportedly exposed 
to ETS in the workplace. 

OSHA cannot demonstrate, as required by law, 
that its proposed zero tolerance of nonsmoker 
exposure to ETS in indoor workplaces is reason¬ 
ably necessary or appropriate to reduce a signifi¬ 
cant risk of material health impairment to em¬ 
ployees. 

In reaching the conclusions that OSHA reached in 
its proposed rulemaking, the agency failed to use, 
evaluate and apply the best available evidence, as 
required by the OSH Act. 

OSFLA’s decision to rely upon single 
epidemiologic studies in the risk assessments, 
rather than to consider all available data, is never 
explained, supported or justified. The proposed 
rule contains no explicit explanation and no 
rational articulation of the reasons for OSHA’s 


1 . 


2 . 


3. 


4. 
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selection of studies and data to try to support the 
agency’s position on indoor smoking. 

5. OSHA’s calculation of risk due to “exposure” to 
environmental tobacco smoke is neither based 
upon, nor derived from, measured exposure levels 
of ETS in the workplace. This is a fundamental 
departure from OSHA’s past practice and a 
fundamental error in the proposed rule. 

6. Quite pointedly, neither OSHA nor the record 
provide data demonstrating that actual ETS 
exposures, as currently encountered in the work¬ 
place, cause disease in nonsmokers. 

Arguments submitted by Philip Morris concerning 

economic and technical feasibility issues, and practical 

implications associated with the proposed standard 

include the following: 

1. To be reasonably necessary or appropriate, 
standards issued by OSHA must be the most 
cost-effective alternative; OSHA’s current pro¬ 
posal is not. OSHA has ignored the many reason¬ 
able, cost-effective and feasible alternative strate¬ 
gies for reducing or eliminating the alleged 
significant risk from ETS. 

2. OSHA’s option for smoking is technologically 
infeasible for many, if not most, employers. 

3. Significant economic consequences mandate 
rejection of the current smoking provisions of 
OSHA’s proposed rule. 

4. OSHA foiled to meet its legal requirements to 
conduct an adequate economic analysis; the final 
rule must be economically feasible, and the 
current proposal is not. 

5. OSHA inaccurately assessed the significant costs 
associated with smoking rooms and did not 
account for costs associated with productivity 
losses, lost business, adverse economic impacts on 
governmental entities, or adverse impacts of the 
proposed rule on small businesses. 

6. OSHA has not demonstrated a need for the 
inflexible proposed rule. The indoor smoking 
provisions of the proposed rule are not only 
unreasonable — they defy common sense. 

7. The proposed rule would conflict with other laws 
and foils to consider the unique qualities of each 


business. Businesses work best when policies are 
structured in a manner that conforms to the 
businesses’ unique attributes. 

In its post-hearing brief, Philip Morris urges OSHA 
to develop and publish for comment a revised pro¬ 
posed rule on indoor air quality that pursues one 
overall IAQ standard that encompasses all indoor air 
constituents, including those found in ETS. 

CRS Report 

In considering what next to do with its proposed rule, 
OSHA will likely be unable to ignore findings of the 
1995 Congressional Research Service (CRS) Report, 
which casts doubt on the validity of the rule’s scientific 
foundations. Released November 14, 1995, the report 
concludes that OSHA lacks sufficient scientific evi¬ 
dence on which to base its proposed rule on indoor air 
and indoor smoking, in addition to reexamining and 
confirming findings of a 1994 CRS report that were 
critical of the EPA Risk Assessment on ETS. 

In the 1995 report, tided “Environmental Tobacco 
Smoke and Lung Cancer Risk,” authors C.S. Redhead 
and R.E. Rowberg analyze lung cancer risk purportedly 
associated with ETS exposure and briefly discuss heart 
disease and childhood respiratory illness. Even though 
they assert that “any lung cancer risk” from ETS 
“appears to increase as integrated (time and quantity) 
exposure to ETS increases,” the authors acknowledge 
that the trend data from spousal smoking 
epidemiologic studies on which the conclusion is based 
“do not appear to be conclusive” and that the “mea¬ 
sured risks are still subject to considerable uncertainty.” 
They therefore call for additional research on bias and 
confounding, two areas of identified uncertainty. In 
regard to OSHA’s proposed rule, the authors note that 
cotinine data suggest that residential and nonworkplace 
exposures “may be more important” than workplace 
exposures. They write: “If, on average, workplace ETS 
exposure is lower than residential exposure, then it is 
likely that many workers would not be exposed to 
sufficient ETS to be at increased risk for lung cancer.” 

Following release of the report, Senator Wendell Ford 
(D-Ky.) called on OSHA to reopen hearings on the 
proposed rule. “In the 20 months CRS has conducted 
this review, their work finds no basis for continuing 
with forced smoking bans,” Ford said. “Given this 
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information, I think it’s time for Big Brother govern¬ 
ment to get out of the lives of working adults and let 
them make their own choices about using tobacco. In 
addition, Representative Scotty Baesler (D-Ky.) 
reportedly claimed that the CRS report shattered the 
myth that there is a scientific basis for banning work¬ 
place smoking. Baesler was quoted as saying that 
OSHA and EPA have cooked the science in their “zeal 
to find a rationale for smoking bans.” 

Meanwhile, ASH Executive Director John Banzhaf 
called the report “flawed and misleading,” while 
Representative Henry Waxman (D-Calif.) reportedly 
claimed the report confirmed or even enhanced the 
credibility of the EPA’s 1993 Risk Assessment on ETS. 

EFFECT OF RULEMAKING 
ON STATE LAW 

OSHA maintains that Section 18 of the OSH Act 
expresses Congress’ intent to preempt state laws 
relating to issues on which federal OSHA has promul¬ 
gated occupational safety and health standards unless 
the state or local law does not conflict with the 
OSHA standard. Under the OSH Act, a state can 
avoid preemption if it submits and obtains federal 
approval of a plan for the development of such 
standards and their enforcement. OSHA asserts that 
all such states must adopt a comparable standard 
(states are also allowed to address unique state 
problems in their comparable standards) within six 
months of the publication date of a final standard. 
Until each of these jurisdictions promulgates stan¬ 
dards, federal OSHA will apparently provide interim 
enforcement assistance as appropriate. 

Twenty-five states and territories currently have 
OSHA-approved occupational safety and health plans, 
including the following: Alaska, Arizona, California, 
Connecticut (for public employees only), New York 
(for state and local government employees only), 
Hawaii, Indiana, Iowa, Kentucky, Maryland, Michi¬ 
gan, Minnesota, Nevada, New Mexico, North 
Carolina, Oregon, Puerto Rico, South Carolina, 
Tennessee, Utah, Vermont, Virginia, Virgin Islands, 
Washington, and Wyoming. 

The proposed federal standard on indoor air quality 
and indoor smoking addresses hazards that are not 
unique to any one state or region of the country. 


OSHA has acknowledged that as of April 1994, as 
many as 19 states and 505 cities and counties had 
enacted provisions addressing ETS issues. Section 18(a) 
of the OSH Act requires preemption only of state laws 
that qualify as occupational safety and health stan¬ 
dards, not of state laws of general applicability. It is 
OSHA’s stated intent that state laws consistent with its 
proposed standard remain in effect to the maximum 
extent permitted. 

IAQ/ETS ISSUES ADDRESSED 
BY OSHASINCE 1985 

On at least five occasions before the announcement 
of a specific IAQ/ETS rulemaking, OSHA had denied 
requests by individuals and organizations to regulate 
smoking in the workplace. As recently as January 
1992, then-OSHA officials were quoted as saying that 
“research linking workplace environmental tobacco 
smoke to lung cancer and other health concerns is 
particularly lacking and would have to be addressed 
more thoroughly before the agency could support a 
more aggressive regulatory approach.” ASH alone has 
filed six actions in court against OSHA challenging 
adverse agency decisions about ETS in the workplace. 
ASH’s requests for relief have been denied in court 
five times. 

The following chronology of events summarizes 
OSHA’s involvement with ETS and IAQ issues during 
the past decade. 

1985 — Petition filed with OSHA by Senator Garn 
for David Horne, et ah, requesting a classification of 
tobacco smoke as a Category One Potential Occupa¬ 
tional Carcinogen. OSHA denies petition. 

1986 — Petition filed with OSHA by Congress¬ 
man David Monson for David Horne, requesting an 
emergency temporary standard governing ETS in 
the workplace. 

1987 — OSHA denies Monson petition. Public 
Citizen Health Research Group and the American 
Public Health Association petition OSHA for an 
emergency temporary standard to restrict smoking in 
workplaces to certain specified areas. OSHA denies the 
petition. ASH petitions OSHA for an emergency 
temporary standard to ban smoking in common 
workplace areas. 
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1988 — OSHA requests an independent contractor 
to review the evidence on ETS exposure submitted by 
above petitioners. The evidence is criticized as being 
based primarily on residential exposure. 

1989 —ASH files complaint in U.S. district court 
seeking an order to compel agency action on its 1987 
petition. OSHA denies petition for emergency tempo¬ 
rary standard. ASH dismisses its complaint and files a 
petition with the court of appeals for review of 
OSHA’s determination not to issue an emergency 
temporary standard. 

1990 —ASH and OSHA agree to hold proceedings 
in abeyance until OSHA considers whether to take 
action on ETS. In November, OSHA states it is 
awaiting the release of a final EPA risk assessment on 
ETS. In December, OSHA declares its intent to issue a 
request for information on indoor air, including ETS, 
in spring 1991. 

1991 —ASH files two new petitions for review with 
the court of appeals. In May, the court of appeals 
denies ASH’s first petition to review OSHA’s refusal to 
issue an emergency temporary standard. In September, 
OSHA issues its request for information on indoor air, 
including ETS. 

1992 — AFL-CIO and other unions petition OSHA 
to develop an IAQ standard based on a “building 
systems” approach. Court of appeals denies ASH’s 
second and third petitions for review. In February, 
March and July, ASH files rulemaking petitions with 
OSHA seeking regulation of workplace smoking. In 
addition, ASH files in July a petition requesting that 
OSHA initiate a rulemaking under its Cancer Policy to 
ban smoking in all indoor workplaces or restrict 
smoking to separate areas with independent ventila¬ 
tion. In October, OSHA responds to this petition 
stating it is reviewing materials from the request for 
information and does not believe a separate rulemaking 
is necessary. In December, ASH files a fourth petition 
for review with court of appeals, seeking review of 
October letter. 

1993 — EPA issues its final Risk Assessment on ETS, 
and outgoing Secretary of Labor Lynn Martin issues 
memorandum to OSHA requesting the agency to 
commence rulemaking for ETS separate from IAQ “as 
soon as possible.” In May, court of appeals denies 


OSHA’s motion to dismiss ASH’s petition for review 
filed in December 1992. 

1994 — ASH and OSHA file briefs with the court of 
appeals. Oral argument heard on May 12. On 
March 25, OSHA announces proposed rulemaking on 
IAQ and smoking in the workplace, which is published 
on April 5. A final rule is said to be years away. Court 
of appeals denies ASH’s fourth petition on July 12. On 
August 11, ASH files fifth petition for review to 
challenge OSHA’s decision to delay close of comment 
period and beginning of public hearing. Court of 
appeals dismisses this petition “as not ripe for judicial 
review.” OSHA’s public hearing begins September 20. 

1995 - OSHA’s public hearing concludes March 13. 
Post-hearing comment and briefing schedule estab¬ 
lished with final briefs due February 9, 1996. ASH files 
sixth petition on December 22 seeking to force OSHA 
to issue a workplace standard on ETS. In its petition, 
ASH also argues that the feasibility of a workplace 
smoking regulation has been shown by “the five states 
which have already successfully regulated smoking in 
the workplace — California, Utah, Vermont, Maryland, 
and Washington state.” 

Some of the information for this discussion came 
from The Wall Street Journal, February 2, 1996; 
Memorandum from OSHA Assistant Administrator 
Joseph Dear ; January 30, 1996; AP Online, December 
8, 1995; BNA Employment Policy & Law Daily, 
December 7, 1995; ASH Press Release, November 15, 
1995; Congressional Press Releases, November 14, 1995; 
OSHA Press Release, September 19, 1994; UPI and PR 
Newswire, March 25, 1994; The Guardian, Los Angeles 
Times and Newsday, March 26, 1994; BNA’s Occupa¬ 
tional Safety and Health Reporter, Special Report on 
OSHA, January 8, 1992. 
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APPENDIX A 

The 16 expert witnesses retained by OSHA to appear 
on its behalf at the public hearing on the proposed rule 
on air quality in indoor workplaces are as follows: 

Henry Beale 

Microeconomic Applications Inc. 

4354 Warren Street, N.W. 

Washington, D.C. 20016 

Docket No. 13-A 

An economist, he testified January 13, 1995, on 
OSHAs regulatory impact analysis in the proposed 
rule. 

Neil Benowitz, M.D. 

San Francisco General Hospital 
Building 30, Fifth Floor 
1001 Potrero Avenue 
San Francisco, California 94110 

Docket No. 13-B 

Chairman of Department of Clinical Pharmacology at 
the University of California at San Francisco, he 
testified September 26, 1994, on the use of cotinine as 
a specific marker of ETS exposure. 

Daniel Ford, M.D. 

2024 East Monument Street, Suite 2-600 
Baltimore, Maryland 21205-2223 

Docket No. 13-C 

A physician and epidemiologist at Johns Hopkins 
University and Hospital, he testified January 23, 1995, 
on the use of epidemiological data in risk assessment 
and epidemiology of ETS in relation to lung cancer 
and heart disease. 

Stanton Glantz, Ph.D. 

University of California 
Division of Cardiology 
Box 0124, Room 1196M 
505 Parnassus Avenue 
San Francisco, California 94143 

Docket No. 13-D 

He testified on September 21, 1994, on the develop¬ 
ment of heart disease in relation to ETS exposure and 


on the impact of the proposed rule’s smoking provi¬ 
sions on the restaurant industry. 

S. Katharine Hammond 
University of Massachusetts Medical Center 
Department of Family and Community Medicine 
Worcester, Massachusetts 


She testified on September 27, 1994, on nicotine 
exposure from ETS. 


He testified October 25, 1994, on adverse health 
effects associated with exposure to poor IAQ. 


She testified September 26 and 27, 1994, on assessing 
ETS exposure. 


An engineer, he testified September 22, 1994, on 
diagnosing building-related problems, IAQ, and the 


Docket No. 13-F 


Michael Hodgson, M.D. 

University of Connecticut Health Center 

MC 6105 

263 Farmington Avenue 
Farmington, Connecticut 06030 

Docket No. 13-E 


Peggy Jenkins 

California Air Resources Board 
Research Division 
Post Office Box 2815 
Sacramento, California 95812 

Docket No. 13-G 


Hal Levin 

Hal Levin & Associates 
2548 Empire Grade 
Santa Cruz, California 95060 

Docket No. 13-H 

He testified September 22, 1995, on IAQ and 
potential benefits of the proposed rule. 

Joseph Lstiburek 
Building Science Corporation 
273 Russett Road 

Chestnut Hill, Massachusetts 02167 
Docket No. 13-1 
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importance of bioaerosol control and relative humid¬ 
ity control. 

Philip Morey 

Clayton Environmental Associates 
1729 Christopher Lane 
Norristown, Pennsylvania 19403-3365 

Docket No. 13-J 

He testified October 13, 1994, on microbiological 
contamination of indoor environments and the 
resulting disease of inhabitants. 

Dr. Wayne Ott 

Atmospheric Research and Exposure Assessment 
Laboratory 

U.S. Environmental Protection Agency 
Research Triangle Park, North Carolina 27711 
and on assignment to 
Stanford University 
Stanford, California 

Docket No. 13-K 

He testified September 26, 1994, on a model 
developed to estimate tobacco smoke concentrations 
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Jonathan Samet, M.D. 

The Johns Hopkins University 
Chairman, Department of Epidemiology 
School of Hygiene and Public Health 
615 North Wolfe Street, Suite 6039 
Baltimore, Maryland 21205-2179 

Docket No. 13-L 

He testified September 22, 1994, on the adverse 
health effects associated with poor indoor air quality. 

William A. Turner 

The H.L. Turner Group, Inc. 

R.R. 1, Box535A 
Harrison, Maine, 04040 

Docket No. 13-M 

A ventilation expert, he testified September 27, 

1994, on certain aspects of the proposed rule includ¬ 
ing providing adequate employee information and 


training, and general dilution ventilation to control 
exposure to carcinogens. 

Dr. Lance Wallace 

Atmospheric Research and Exposure Assessment 
Laboratory 

U.S. Environmental Protection Agency 
Research Triangle Park, North Carolina 27711 
and on assignment to 
Office of Research and Development 
Warrenton, Virginia 

Docket No. 13-N 

He testified September 30, 1994, on results of TEAM 
(exposure) studies as they relate to IAQ, particularly 
VOCs, pesticides, and particle exposure, and EPA 
studies of IAQ in large buildings. 

A. Judson Wells 

5 Ingleton Circle 

Kennett Square, Pennsylvania 19348 
Docket No. 13-0 

A former Monsanto chemist, he testified September 
23, 1994, on lung cancer risk assessments, heart disease 
associated with ETS and the importance of confound¬ 
ing factors. 

James Woods 

Virginia Polytechnical Institute and State University 

2990 Telestar Court 

Falls Church, Virginia 22042 

Docket No. 13-P 

He testified September 23, 1994, on the cost savings 
that could be realized through an effective IAQ 
program and the IAQ compliance program in the 
proposed rule. 
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DEPARTMENT OF LABOR 

Occupational Safety and Health 
Administration 

29 CFR Parts 1910,1915,1926,1928 

[Docket No. H-122] 

RIN 1218-AB37 
Indoor Air Quality 

AGENCY: Occupational Safety and Health 
Administration (OSHA), Labor. 

ACTION: Notice of proposed rulemaking; 
notice of informal public hearing. 

SUMMARY; By this notice, the 
Occupational Safety and Health 
Administration (OSHA) proposes to 
adopt standards addressing indoor air 
quality in indoor work environments. 
The basis for this proposed action is a 
preliminary determination that 
employees working in indoor work 
environments face a significant risk of 
material impairment to their health due 
to poor indoor air quality, and that 
compliance with the provisions 
proposed in this notice will 
substantially reduce that risk. 

The provisions of the standard are 
proposed to apply to ell indoor 
“nonindustrial work environments.” In 
addition, all worksites, both industrial 
and nonindustrial within OSHA's 
jurisdiction are covered with respect to 
the proposed provisions addressing 
control of environmental tobacco 
smoke. The proposal would require 
affected employers to develop a written 
indoor air quality compliance plan and 
implement that plan through actions 
such as inspection and maintenance of 
building systems which influence 
indoor air quality. 

Provisions under the standard also 
propose to require employers to 
implement controls for specific 
contaminants and their sources such as 
outdoor air contaminants, microbial 
contamination, maintenance and 
cleaning chemicals, pesticides, and 
other hazardous chemicals within 
indoor work environments. Designated 
smoking areas which are to be separate, 
enclosed rooms exhausted directly to 
the outside are proposed to be required 
in buildings where the smoking of 
tobacco products is not prohibited. 
Specific provisions are also proposed to 
limit the degradation of indoor air 
quality during the performance of 
renovation, remodeling and similar 
activities. Provisions for information 
and training of building system 
maintenance and operation workers and 
other employees within the facility are 
also included in this notice. 


Finally, proposed provisions in this 
notice address the establishment, 
retention, availability, and transfer of 
records such as inspection and 
maintenance records, records of written 
compliance programs, and employee 
complaints of building-related illness. 

The Agency invites the submission of 
written data, views and comments on all 
regulatory provisions proposed in this 
notice, and on all relevant issues 
pertinent to those provisions. OSHA is 
also scheduling an informal public 
hearing where persons may orally 
submit their views. It is noted here that 
subsequent Federal Register notices 
may be published subsequent to this 
notice, if the public presents views 
leading to a substantial change in focus 
or it is otherwise determined to be 
appropriate. 

DATES: Comments on the proposed 
standard must be postmarked by June 
29,1994. Notices of intention to appear 
must be postmarked by June 20,1994. 
Testimony and evidence to be submitted 
at the hearing must be postmarked by 
July 5,1994. The hearing will 
commence at 9:30 a.m. on July 12,1994. 
ADDRESSES: Comments are to be 
submitted in quadruplicate or 1 original 
(hardcopy) and 1 disk (5V4 or 3 V 2 ) in 
\VP 5.0, 5.1, 6.0 or Ascii to: The Docket 
Office, Docket No. H-122, Room N- 
2625, U.S. Department of Labor, 200 
Constitution Avenue, NW„ Washington, 
DC 20210, Telephone No. (202) 219- 
7894. (Any information not contained 
on disk, e.g., studies, articles, etc., must 
be submitted in quadruplicate.) 

Notices of intention to appear and 
testimony and evidence are to be 
submitted in quadruplicate to: Mr. Tom 
Hall, Division of Consumer Affairs, 
Occupational Safety and Health 
Administration, 200 Constitution 
Avenue, NW., room N3649, 

Washington, DC 20210; (202) 219-8615. 

The hearing will be held in the 
auditorium of the U.S. Department of 
Labor, 200 Constitution Avenue, NW., 
Washington, DC. 

FOR FURTHER INFORMATION CONTACT: 
Proposal: Mr. James F. Foster, Director 
of Information and Consumer Affairs, 
Occupational Safety and Health 
Administration, 200 Constitution 
Avenue, NW., room N3641, 

Washington, DC 20210; (202) 219-8151. 

Informal Hearing Information: Mr. 
Tom Hall, Division of Consumer Affairs, 
Occupational Safety and Health 
Administration, 200 Constitution 
Avenue, NW. f room N3649, 

Washington, DC 20210; (202) 219-8615. 
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Supplementary Information 
A Events Leading to This Action 

Concern about the health hazards 
posed by occupational exposure to 
environmental tobacco smoke (ETS) 
prompted three public interest groups to 
petition the Agency in May 1987 for an 
Emergency Temporary Standard under 
section 6(c) of the Occupational Safety 
and Health (OSH) Act, 29 U.S.C. 655(c). 
The American Pt'blic Health 
Association and Public Citizen 
submitted a joint petition; Action on 
Smoking and Health (ASH) also 
submitted a petition. The petitions 
requested the prohibition of smoking in 
most indoor workplaces. 

OSHA determined, that available data 
with respect to exposures were 
insufficient to demonstrate the existence 
of a “grave danger,” within the meaning 
of section 6(c) of the OSH Act, from 
workplace exposure to ETS. OSHA 
denied the petitions in September 1989 
but continued to investigate regulatory 
options. 

In October 1989 ASH filed suit in the 
U.S. Court of Appeals for the District of 
Columbia Circuit for review of OSHA's 
denial of its petition for an Emergency 
Temporary Standard. The court denied 
ASH’s petition for review in May 1991, 
finding that OSHA has reasonably 
determined that it could not sufficiently 
quantify the workplace risk associated 
with tobacco smoke to justify an 
Emergency Temporary Standard. 

OSHA issued on September 20,1991, 
a Request for Information (RFI) (56 FR 
47892) on indoor air quality problems, 
in order to obtain information necessary 
to determine whether it would be 
appropriate and feasible to pursue 
regulatory action concerning Indoor Air 
Quality (LAQ). Issues on which 
comments were requested in the RFI 
included health effects attributable to 
poor IAQ, ventilation systems 
performance, exposure assessment, and 
abatement methods. Information 
concerning specific contaminants such 
as ETS and bioaerosols was also 
requested. 

In March 1992, the AFL-CIO 
petitioned OSHA to promulgate an 
overall IAQ standard. OSHA responded 
in May 1992 that such a standard was 
under consideration. 

In response to the RFI, over 1,200 
comments were submitted by interested 
persons, groups, unions, and industries. 
Issues of particular concern identified in 
the comments, in addition to health 
effects considerations, include the lack 
of ventilation performance standards; 
the lack of worker training on the 
operation and maintenance of Heatiiig 
Ventilation and Air Conditioning 


(HVAC) systems; the lack of pollutant 
source control; and the lack of available 
technical guidance on IAQ issues and 
control techniques. 

Of the comments that specifically 
addressed the question of whether 
OSHA should regulate IAQ, a majority 
(75%) indicate support for regulation. 

Of those that commented on the need 
for regulation, approximately 21% were 
explicitly in favor of a regulation on 
ETS, more than 41% were in favor of an 
overall IAQ regulation, and 
approximately 13% were in favor of a 
combined IAQ regulation. 

Numerous comments focused on the 
adverse health effects of tobacco smoke 
and of general indoor air pollution. The 
health effects of concern relevant to 
both tobacco smoke and indoor air 
pollutants ranged from the acute irritant 
effects to cancer. 

Comments submitted in response to 
the RFI indicated wide support for a 
regulatory approach that would focus on 
the design, operation and maintenance 
of building ventilation systems, source 
reduction methodology, and worker 
information and training programs. 
Commenters also recommended that 
provisions should require that 
employers receive training about the 
regulation and the need for compliance, 
and that their training regarding 
building HVAC maintenance and 
operation be tailored to the level of 
complexity of the HVAC system and 
their personal degree of involvement. 

Many commenters particularly felt 
that regulation of IAQ was necessary to 
eliminate exposures to ETS in the 
workplace. Commenters urged the 
Agency to either ban smoking 
completely from the workplace or allow 
smoking only in separately ventilated, 
designated smoking areas that were 
separate from work areas. 

OSHA believes that data submitted to 
the record, and other evidence, support 
the conclusion that air contaminants 
and other air quality factors can act to 
present a significant risk of material 
impairment to employees working in 
indoor environments. Adverse health 
effects associated with poor IAQ may 
include sensory irritation, respiratory 
allergies, asthma, nosocomial infections, 
humidifier fever, hypersensitivity 
pneumonitis. Legionnaires* disease, and 
the signs and symptoms characteristic of 
exposure to chemical or biologic 
substances such as carbon monoxide, 
formaldehyde, pesticides, endotoxins, 
or mycotoxins. 

The Agency believes that available 
data support proposing regulation ot 
IAQ, including exposure to ETS. Further 
stimulus for this determination was 
provided by conclusions reached in a 
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report published in December, 1992 by 
the Environmental Protection Agency, 
addressing hazards associated with 
exposure to ETS. In that study, 
Respiratory Health Effects of Passive 
Smoking: Lung Cancer and Other 
Disorders (Ex. 4-311], EPA concluded 
that exposure to ETS presents an excess 
risk of induction of cancer in humans. 
OSHA has submitted this proposed 
standard to the U.S. Environmental 
Protection Agency which is reviewing it 
in detail for purposes of submitting 
detailed comments to the docket. 

For the reasons noted above, and 
discussed in the following sections, 
OSHA is proposing to address indoor air 
quality problems, including exposure to 
ETS, as set forth in this notice. 

XI. Health Effects 

Indoor air quality problems can occur 
in all types and ages of buildings; in 
newly constructed buildings, in 
renovated or remodeled buildings, and 
in old buildings. Problems in new, clean 
buildings are rarely, if ever, related to 
microbial growth, since the physical 
structures are new [Ex. 3-61]. Older 
buildings that have not been adequately 
maintained and operated may have 
problems with bioaerosols if parts of the 
building have been allowed to become 
reservoirs for microbial growth. Also, if 
inadequate outside air is provided, 
regardless of the age of the building, 
chemical and biological contaminants 
will build up to levels that can cause 
health effects in some workers. In 
addition, other physical factors such as 
lack of windows, noise, and inadequate 
lighting, and ergonomic factors 
involving uncomfortable furniture and 
intensive use of video display units, 
etc., will cause discomfort in occupants 
that may be inaccurately attributed to 
air quality. 

Some information contained in the 
docket indicates that these chronic 
health complaints are psychological, 
however, OSHA believes that chronic 
health complaints related to poor indoor 
air quality are unlikely to be due to 
mass psychogenic illness, even though a 
psychological overlay is common. It is 
true that poor management, boring 
work, poor lighting conditions, 
temperature variations, poor ergonomic 
design, and noise may all lower the 
threshold for complaint. Nevertheless, 
air quality complaints usually have 
some basis, although they axe often 
difficult to assess with specificity [Exs. 
3-61C, 4-144]. 

Indoor air quality problems are 
generally classified as Sick Building 
Syndrome (SBS) or Building-related 
Illness (BRI). However, a very important 
constituent of poor indoor air quality is 


ETS because of the serious health effects 
that result from exposure. The following 
discussion will first identify the health 
effects associated with SBS and BRI. A 
discussion of the health effects 
associated with exposure to ETS will 
follow. 

It is important to note that OSHA 
considers these health effects to be 
material impairments of health when 
the worker is clinically diagnosed with 
a condition that is either caused or 
aggravated by poor indoor air quality in 
the workplace. For example, in the 
formaldehyde standard (29 CFR 
1910.1048) [Ex. 4-107] OSHA 
determined that a physician’s diagnosis 
of irritation met the requirement of 
material impairment of health. In 
addition, OSHA considers all the other 
health effects discussed, which are more 
clinically severe than irritation, to be , 
material impairments of health as well. 

A. Sick Building Syndrome 

Typically, health effects caused by 
poor indoor air quality have been 
categorized as SBS or BRI. In 1983, the 
World Health Organization published a 
list of eight non-inclusive symptoms 
that characterize Sick Building 
Syndrome [Ex. 4-325]. These include 
irritation of the eyes, nose and throat; 
dry mucous membranes and skin; 
erythema; mental fatigue and headache; 
respiratory infections and cough; 
hoarseness of voice and wheezing; 
hypersensitivity reactions; and nausea 
and dizziness. Generally, these 
conditions are not easily traced to a 
specific substance, but are perceived as 
resulting from some unidentified 
contaminant or combination of 
contaminants. Symptoms are relieved 
when the employee leaves the building 
and may be reduced or eliminated by 
modifying the ventilation system. 
Comments to the docket indicate that 
such symptoms have been observed in 
and reported by workers [Exs. 3—446, 4- 
87], 

In some instances, outbreaks of SBS 
are identified with specific pollutant 
exposures, but in general only general 
etiologic factors related to building 
design, operation and maintenance can 
be identified [Ex. 4-274]. In 1987, 

Woods et al. [Ex. 3-745] conducted a 
stratified random telephone survey of 
600 U.S. office workers across the 
national. Twenty four percent reported 
that they were dissatisfied with the air 
quality at the office; while 20% 
perceived their performance to be 
hampered by poor indoor air quality. 
Women were nearly twice as likely to 
report a productivity effect of poor 
indoor air quality than men (28% versus 
15%). Based on this. Woods et al. [Ex. 


3-745] hypothesized that 20% of U.S. 
office workers are exposed to indoor 
conditions which manifest as SBS. In 
fact, complaints about SBS have become 
so numerous that 37 out of 53 states and 
territories have designated a building 
complaints investigation contact person 
[Ex. 4-310]. 

Breysse [Ex. 4-32} reported on 
symptoms associated with new 
carpeting in a state office building, in 
order of prevalence: headache, eye and 
throat irritation, nausea, dizziness, eye 
tearing, chest tightness, diarrhea, cough, 
muscle aches, burning nose, fatigue, 
dark urine, and rashes. Twenty out of 35 
persons were affected. Air sampling was 
conducted before and after carpet 
removal; a similar range of aliphatic 
hydrocarbons was found after removal, 
but in much lower concentrations. 

Many individuals who believe the 
building they work in is implicated in 
SBS, have described similar effects. 
Symptoms usually include one or more 
of the following: mucous membrane 
(eye, nose, or throat) irritation, dry skin, 
headache, nausea, fatigue, and lethargy 
[Ex. 4-293]. These symptoms are 
generally believed to result from indoor 
air pollution. There is no secondary 
spread of symptoms to others outside 
the building who are exposed to the 
occupants (unlike the situation faced by 
many chemical and asbestos workers). 
Anderson [Ex. 4-10] suggested the 
possible causes for SBS as related to 
sychosocial, chemical, physical, or 
iological factors. 

Anderson [Ex. 4-10] distinguished 
SBS symptoms as different from mass 
psychogenic illness; although in general 
the causes of SBS are unknown, he 
suggested that most SBS symptoms 
could be explained by stimulation of 
sensory nerve fibers in the upper 
airways and the face (referred to as 
common chemical sense). Because these 
fibers can respond in only one way, SBS 
cases largely have the same symptoms 
irrespective of the cause [Ex. 4-10]. 

It is now known that there is a -ariety 
of important health effects from indoor 
air pollution. In addition to the indoor 
environmental disease caused by 
infectious agents, carcinogens or .oxins; 
the indoor environment may create 
conditions that can produce skin and 
mucosal allergy and hyperactivity 
reactions, sensory effects (odors and 
irritations), airways effects (from both 
acute and chronic exposures), 
neuropsychological effects, and 
psychosocial effects, especially due to 
the lack of social support [Ex. 4-200]. 

Indoor air pollution may be caused by 
physical, chemical, or microbiological 
agents, and is aggravated by poor 
ventilation. The causation of SBS by 
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indoor air pollution was first objectively 
demonstrated in 1984 in a study of 62 
Danish subjects suffering from “indoor 
climate symptoms 1 * [Ex. 4-20]. These 
subjects reported primarily eye and 
upper respiratory irritation, but were 
otherwise healthy individuals, and did 
not suffer from asthma, allergy, or 
bronchitis. The subjects were exposed to 
a mixture of 22 volatile organic 
chemicals commonly found in the 
indoor environment at concentrations of 
0 , 5, and 25 mg/m 3 . These 
concentrations corresponded 
respectively to “clean” air, average 
polluted air in Danish houses, and 
maximum polluted air in Danish 
houses. After exposure, the Digit Span 
test was administered. The Digit Span 
test consists of the subject being allowed 
to view^ series of random digits for a 
short period of time; the numbers are 
then covered up and the subject asked 
to repeat the sequence backwards. This 
test is reported to be sensitive to 
situational anxiety and alertness, and 
therefore a measure of stress and ability 
to concentrate. Bach et al. found 
significant declines in performance on 
the digit span test following exposure to 
these low levels of volatile organic 
chemicals, demonstrating objectively 
the existence of SBS [Ex. 4-20]. 

Molhave et al. [Ex. 4-228], in 
reporting on the same 62 subjects, found 
that subjects exposed for 2 3 A hrs did not 
adapt, and that the subjects reacted to 
irritation of the mucous membranes and 
not to odor intensity. The exposure was 
doubled-blind, and neither the subjects 
nor the testers knew the exposure. 

Although these problems have been 
demonstrated to be real, they may affect 
only a small percentage of building 
occupants. Also, there are various 
degrees of problems which may occur. 
Some individuals who experience 
relatively mild and treatable symptoms 
such as headache, may be able to cope 
with the sick building environment for 
extended periods, although suffering 
from increased stress. Other individuals, 
more seriously affected, may find 
symptoms so severe that they may be 
unable to be in the building for 
extended periods, or at all. Still others 
may become temporarily or 
permanently disabled. 

It has been suggested that SBS may 
not be one syndrome but a number of 
sub-syndromes [Ex. 4-170]. This 
hypothesis suggests that the symptoms 
particularly associated with chemical 
exposure include fatigue; headache; dry 
and irritated eyes, nose, and throat; and 
sometimes include nausea and 
dizziness. Those symptoms most related 
to microbial exposures would result in 
itchy, congested, or runny nose: itchy 


watery eyes; and sometimes include 
wheezing, tight chest, or flu-like 
symptoms. The overlapping symptoms 
in each case are eye, nose, and throat 
irritation, perhaps making the two sub¬ 
syndromes, chemical and microbial, 
difficult to distinguish. Jones concludes 
that there is a need for a treatment 
protocol as well as a diagnostic 
protocol, which, in addition to 
describing corrective actions available 
in response to different diagnostic 
findings, would also provide guidelines 
for the design and implementation of 
follow-up studies of buildings and 
individuals in order to assess treatment 
* effectiveness [Ex. 3-170], 

Randolph and Moss [Ex. 4-258] have 
written about a number of problems 
ascribed to indoor air pollution in the 
chemically sensitive patient. These 
problems include irritability from 
natural gas fumes, allergy to dust from 
forced air ventilation systems, 
intoxication and even hallucination 
from paint fumes. Randolph describes 
chemical sensitivity to dry cleaning 
chemicals, and rug shampoo, and 
implicates moldy carpets in producing 
allergenic substances. He also describes 
joint pain, malaise, and fatigue due to 
pesticide exposure; and skin rashes 
from exposure to plasticizers. Randolph 
further describes intolerance to highly 
scented products such as deodorant 
soaps, toilet deodorants, and 
disinfectants, especially pine-scented 
ones. Other patients have reported 
reacting to strong perfumes and other 
cosmetics. So-called air fresheners often 
prove to be particularly troublesome. He 
also describes that some patients are 
sensitive to the odors from hot plastic- 
coated wires in el jctronic equipment. 

There is little data on the perceptions 
of victims of SBS. Shapiro [Ex. 4-282) 
has complied a summary of 16 case- 
histories of SBS in the victims* own 
words. It is useful to review these for 
insight into the problems from the 
victims’ point of view. 

One episode that Shapiro [Ex. 4-282] 
reported on was in a building occupied 
by a government agency. As a result of 
problems related to carpeting and other 
suspected causes, five workers were 
reported to have Left the agency, 11 were 
relocated to alternative workspace or 
worked at home, and 100 reported to the 
agency's medical officer that they had 
SBS related problems. The range of self- 
reported symptoms included a variety of 
moderate and acute respiratory 
problems;-headache; sore throat; 
burning of the eyes, lungs, and skin; 
rashes; fatigue; laryngitis; clumsiness; 
disorientation; loss of balance; nausea; 
numbness in extremities and face; and 
difficulty with mental tasks. 


The patient’s reported that the 
diagnoses of the occupational health 
physicians they visited included upper 
and lower respiratory irritation, 
intoxication-type syndrome, 
occupational asthma, and chronic 
hypersensitivity pneumonitis. 

The central nervous system effects 
reported by many do not lend 
themselves to ready diagnosis [Ex. 4- 
282]. Some of the lesser affected 
individuals either saw no physician at 
all or saw a family doctor or allergist 
who was not familiar with occupational 
or environmental health [Ex. 4-282]. 

The Air Force Procedural Guide [Ex. 
4-199] on dealing with SBS takes a 
practical view: * * in most cases 

the sick building syndrome does not 
have a clearly understood etiology and 
many of the SBS studies and 
investigations were inconclusive. The 
significance of exposure that [what 
chemical or physical agent 
concentrations cause symptoms] can be 
pathogenic remains unanswered, but the 
realities of worker complaints and 
discomfort are valid reasons to seriously 
address this problem.** 

In summary, SBS is not a well-defined 
disease with well-defined causes. It 
appears to be a reaction, at least in part 
due to stimulation of the common 
chemical sense, to a variety of chemical, 
physical or biological stimuli. Its 
victims display all or some of a pattern 
of irritation of the mucous membranes, 
and the worst affected individuals have 
neurological symptoms as well. 

B. Building-Related Illness 

Building-related illness (BRI) 
describes specific medical conditions of 
known etiology which can often be 
documented by physical signs and 
laboratory findings. Such illnesses 
include sensory irritation when caused 
by known agents, respiratory allergies, 
nosocomial infections, humidifier fever, 
hypersensitivity pneumonitis. 
Legionnaires’ disease, and the 
symptoms and signs characteristic of 
exposure to chemical or biologic 
substances such as carbon monoxide, 
formaldehyde, pesticides, endotoxins, 
or mycotoxins [Exs. 3-61, 4—144]. Some 
of these conditions are caused by 
exposure to bioaerosols containing 
whole or parts of viruses, fungi, 
bacteria, or protozoans. These illnesses 
are often potentially severe and, in 
contrast to SBS complaints, are often 
traceable to a specific contaminant 
source, such as mold infestation and/or 
microbial growth in cooling towers, air 
handling systems, and water-damaged 
furnishings. Symptoms may or may not 
disappear when the employee leaves the 
building. Susceptibility is influenced by 
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host factors, such as age and immune 
system status. Mitigation of building- 
related illnesses requires identification 
and removal of the source, especially in 
cases involving hypersensitivity 
responses. 

1. Indoor Air Contaminants 

Comments submitted to the docket in 
response to the RFI and contained in the 
literature indicate that specific 
substances or classes of substances have 
been implicated as contributing to poor 
indoor air quality problems. These 
substances, either alone or in synergy, 
have produced health effects that OSHA 
believes can be considered material 
impairment (Ex. 4-124). In most cases, 
people likely to be at risk have specific 
susceptibility. 

But such susceptibility is common 
and adverse effects can arise suddenly 
following exposure. The relevant effects 
can be categorized into six categories: 
irritation, pulmonary, cardiovascular, 
'nervous system, reproductive, and 
cancer. 

Common chemical sense or irritation 
perception is mediated through 
receptors found not only throughout the 
nasal, pharyngeal, and laryngeal areas of 
the respiratory system but also on the 
surface of the eyes, specifically the 
conjunctiva and cornea [Ex. 4-2391. It is 
partially through the stimulation of 
these receptors that exposed persons 
perceive irritation. Many comments to 
the docket, from citizens, researchers, 
and indoor air consultants, raised the 
issue about the irritating effects related 
to known indoor air contaminants. The 
air contaminants of concern include 
formaldehyde [Exs. 3-14, 3-32, 3-38, 3- 
188. 3—440a, 3-446, 3-575, 4-125. 4- 
144, 4-2141, volatile organic compounds 
(VOCs) [Exs. 3-32, 3-446, 3-500, 4-145, 
4-243, 4-3201, ozone [Exs. 3-14, 4-42, 
4-134, 4-236, 4-237), carpet-associated 
chemicals [Exs. 3-25, 3-444D, 3-576, 4- 
144, 4-214], vehicle exhausts [Exs. 3-6, 

3- 63, 3-206, 3-238, 3-360. 3-437. 3- 
444D, 3-631,3-659], combustion gases 
[Ex. 3-321, particulates [Exs. 3-32, 3- 
446, 3-500), mqn-made mineral fibers 
(fiberglass, glasswool and rockwool) [Ex. 

4- 33], and pesticides [Ex. 3—4461. The 
irritation effects present as sensory 
irritation of the skin and upper airways, 
irritation of eye, nose and throat, dry 
mucous membranes, erythema, 
headache, and abnormal taste [Ex. 3-14, 
4-33]. The pulmonary effects include 
upper and lower respiratory tract effects 
such as rapid breathing, fatigue, 
increased infection rate, broncho- 
constriction, pulmonary edema, asthma, 
allergies and flu-like symptoms. Acute 
exposure to low level of air 
contaminants results in primarily 


reversible effects, while chronic 
exposure may result in pulmonary 
fibrosis that can result in irreversible 
damage [Exs..3-14,4-33]. 

These health effects were associated, 
as reported in many comments to the 
docket, with specific contaminants, 
including asbestos [Exs. 3-38, 3-440A, 
3-500), combustion gases [Exs. 3-14, 3- 
34, 3—440A, 3-446, 3-5001, 
formaldehyde [Exs. 3-32, 3-38, 3-188, 
3-440A, 4-124), ozone [Exs. 4-42, 4- 
237], VOCs [Ex. 3-32], vehicular 
exhaust (Ex. 3-63], and particulates 
[Exs. 3-32, 3-38, 3-^40A, 3-500). 

Individuals with underlying 
pulmonary disease, such as asthma, are 
more susceptible than others to acute 
exposure to these indoor air 
contaminants and experience coughing 
and wheezing at low levels of exposure. 
Synergism may occur between chemical 
contaminants, such as ozone and VOCs, 
in aggravating asthma [Ex. 4-33). These 
affected individuals may also be at 
increased risk of pulmonary infections 
due to the synergistic effect between 
chemical and microbial contaminants 
[Ex. 4—33]. 

Cardiovascular effects have also been 
associated with poor indoor air quality. 
These effects are presented as headache, 
fatigue, dizziness, aggravation of 
existing cardiovascular disease, and 
damage to the heart. These effects are 
associated with exposure to combustion 
gases such as carbon monoxide [Exs. 3- 
38, 3-440A), VOCs [Ex. 3-5001, and 
particulates [Ex. 3-500]. 

Nervous system effects have also been 
produced due to exposure to poor 
indoor air quality. These effects include 
headache, blurred vision, fatigue, 
malaise with nausea, ringing in the ears, 
impaired judgement, and polyneuritis. 
These effects are associated with 
exposure to carbon dioxide [Ex. 3-141, 
carbon monoxide [Exs. 3-32, 3-38, 3- 
446, 3-500), formaldehyde [Exs. 3-32, 
3-38, 3-446, 3-5001, and VOCs [Exs. 3- 
32.3-446.3-500]. 

Relevant reproductive effects include 
menstrual irregularities and birth 
defects and are associated with 
exposure to formaldehyde (Exs. 3-446, 
3-500] and VOCs [Exs. 3-446, 3-500). 

The occurrence of cancer has also 
been attributed to exposures associated 
with poor indoor air quality. In 
particular, cancer of the lung, including 
mesothelioma, esophagus, stomach, and 
colon have been associated with 
exposure to asbestos [Exs. 3-6, 3-14, 3- 
38, 3-188, 3-440A, 3-500], radon [Exs. 
3-35, 3-38, 3-188, 3-440A, 3-500], 
vehicular exhausts [Exs. 3-84, 3-206, 3- 
360H], combustion gases [Ex. 3-500], 
VOCs [Exs. 3-446, 3-500, 4-294], and 
particulates [Ex. 3-500). 


2. Microbial Contamination 

Building-related illnesses can result 
in serious illness and death. Indoor 
transmission of disease caused by 
obligate pathogens (microbes that 
require a living host) is common in 
indoor environments, especially those 
that are overcrowded and inadequately 
ventilated [Ex. 4-33). Diseases in this 
category include influenza, rhinovirus 
or colds, and measles. Indoor 
transmission of disease caused by 
opportunistic microorganisms usually * 
affects compromised individuals, those 
with existing conditions that make them 
. more susceptible to infection, such as 
pulmonary disease or 
immunodeficiency. Legionnaires* 
disease, pulmonary tract infections, and 
humidifier fever are diseases that fall 
into this category. Diseases that affect 
the immune system include allergic 
reactions, as seen in antibody-mediated 
responses (asthma and rhinitis) and 
interstitial lung disease, as seen in cell- 
mediated reactions (hypersensitivity 
pneumonitis) [Ex. 4-33). All of these 
diseases produce substantial amounts of 
illness each year [Exs. 4-33, 4—41, 4- 
214). 

In the U.S., Legionnaires* disease is 
considered to be a fairly common, 
serious form of pneumonia! The 
Legionella bacterium is one of the top 
three bacterial agents in the U.S. which 
causes sporadic community-acquired 
pneumonia. Because of the difficulty in 
clinically distinguishing this disease 
from other forms of pneumonia, many 
cases go unreported. Although 
approximately 1,000 cases are reported 
to the Centers for Disease Control and 
Prevention annually, it has been 
estimated that over 25,000 cases of the 
illness actually occur. This disease 
burden is estimated to result in over 
5,000 to 7,000 deaths per year [Ex. 4- 
41j. Brooks et al. [Ex. 4-33] reported 
that as many as 116,000 cases occur 
each year. Of these cases, it is estimated 
that between 35,000 and 40,000 die. The 
attack rate for L. pneumophila ranges 
from 0.1 to 5%. The case fatality rate 
ranges from 15 to 20% [Ex. 4-214]. 

Two serious allergic or 
hypersensitivity diseases are asthma 
and hypersensitivity pneumonitis 
(extrinsic allergic alveolitis). An 
estimated 3% of the U.S. population 
suffers from asthma (approximately 
9,000,000 people) [Ex. 4—41 ]. These 
individuals may be more susceptible to 
bioaerosol contamination or chemical 
contamination of the indoor 
environment 

Hypersensitivity pneumonitis is 
triggered by recurrent exposure to 
microbials, fumes, vapors, and dusts 
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1 . Pharmacokinetics 

Whether a chemical elicits toxicity or 
not depends not only on its inherent 
potency and site specificity but also on 
how the human system can metabolize 
and excrete that particular chemical. To 
produce health effects, the constituents 
of ETS must be absorbed and must be 
present in appropriate concentration at 
the sites of action. After absorption, 
some of these contaminants are 
metabolized to less toxic metabolites 
while some carcinogens are activated by 
metabolism in the body. Available 
biomarkers of ETS, such as nicotine, 
clearly show that nonsmoker exposure 
is of sufficient magnitude to be absorbed 
and to result in measurable levels of 
these biomarkers. There is sufficient 
evidence in the literature to indicate 
that several components of sidestream 
smoke are rapidly absorbed and widely 
distributed within the body. However, 
the extent of absorption, distribution, 
retention and metabolism of these 
contaminants in the body depends upon 
various physiological and 
pharmacokinetic parameters that are 
influenced by gender, race, age and 
smoking habits of the exposed 
individuals. These parameters and 
others may result in differences in 
susceptibility among exposed 
subpopulations. Nicotine is one of the 
most widely studied constituents of 
tobacco smoke. There have been 
numerous studies on the 
pharmacokinetics of nicotine in both 
animals and man. 

(a) Absorption and distribution. 
Absorption and distribution of tobacco 
smoke constituents are usually 
measured by using surrogate markers. A 
correlation between nicotine absorption 
and exposure to tobacco smoke has 
between demonstrated, thus making 
nicotine an appropriate marker for 
tobacco smoke in pharmacokinetic 
studies. The steady state volume of 
distribution for nicotine is large 
indicating that it is widely distributed 


within the body [Ex. 4-185], Nicotine 
has been shown to bind with plasma 
proteins which may interfere with 
elimination and thereby prolong 
retention in the body. The studies in the 
docket clearly indicate that nicotine and 
other constituents of tobacco smoke are 
readily absorbed and distributed 
throughout the body thereby increasing 
the potential of producing adverse 
effects at more then one target site. 

(b) Metabolism. Nicotine is rapidly 
eliminated, primarily via metabolism 
and urinary excretion. The investigation 
of metabolism in vivo and in vitro , has 
resulted in the identification of more 
than 20 metabolic products in the 
plasma and urine of humans and 
animals. The principle metabolic 
pathways of nicotine appear to involve 
oxidation of the pyrrolidine ring to yield 
nicotine-I'-N-oxide and cotinine, the 
latter being the major metabolite and the 
precursor of many of the metabolic 
products of nicotine. Some of the 
metabolites detected in the urine of rats 
after intravenous administration in a 
study by Kyerematen et al. {Ex. 4-185] 
are listed in Table II—1. In humans, 
cotinine is the major degradation 
product of nicotine metabolism and has 
a serum half-life of about 17 hours 
compared to two hours for the parent 
compound, nicotine [Exs. 4-27, 4-253). 
Trans-3'-hydroxycotinine in the free 
form constitutes the largest single 
metabolite in smokers’ urine accounting 
for 35-40% of the urinary nicotine 
metabolite (Exs. 4-48, 4-241]. 

Smokers and nonsmokers differ in 
their metabolism of nicotine and 
cotinine [Exs. 4-133, 4-184, 4-279]. The 
half-life values for urinary elimination 
of nicotine and cotinine were found to 
be significantly shorter in smokers than 
nonsmokers [Ex. 4-186]. Plasma 
nicotine clearance was faster in smokers 
than in nonsmokers in this study. More 
rapid elimination of nicotine and 
cotinine has been attributed to the , 
inductive effects of chronic cigarette 


smoking on the hepatic metabolism of 
many xenobiotic agents. However, 
Benowitz et al. (Ex. 4-29] were unable 
to confirm published research 
suggesting that smokers metabolize 
nicotine and cotinine more rapidly than 
nonsmokers. 

Variations in nicotine metabolism 
occur among individuals. Variations 
also occur due to differences in gender 
and race [Exs. 4-26, 4-186, 4-314]. It 
has also been suggested that the 
metabolism of nicotine between 
smokers and nonsmokers may differ. 
Male smokers have been shown to 
metabolize nicotine faster than do 
female smokers after intravenous 
infusion of nicotine and active smoking. 
However, this difference was not 
observed by Benowitz and Jacob [Ex. 4- 
23] during a study of daily intake of 
nicotine in smokers versus nonsmokers. 
The metabolism of nicotine has also 
been studied in animals. Male rats (4 
strains) were shown to metabolize 
nicotine faster than did females [Ex. 4- 
185]. 

In summary, the potential effect of 
nicotine, and other ETS constituents in 
the body, is governed by interactions 
between several physiological and 
pharmacokinetics parameters. These 
interactions may lead to longer retention 
of toxic constituents, thus prolonging 
the effects on the target organs resulting 
in tissue injury. 

2 . Irritation 

Exposure to ETS is capable of 
inducing eye and upper respiratory tract 
irritation. Common chemical sense or 
irritation perception is mediated 
through receptors in the fifth, ninth, and 
tenth cranial nerves. These receptors are 
found throughout the nasal, pharyngeal, 
and laryngeal areas of the respiratory 
system and also on the surface of the 
eyes [Ex. 4-239]. It is partially through 
the stimulation of these receptors that 
exposed persons perceive irritation. 


Table !M.—Urinary Excretion of Nicotine and Metabolites in Male and Female Rats After Intravenous 

Administration of [^CJNicotine (0.5 mg/kg) 


Metabolite 

Male 

Female 

Recovery of 
administered 
radioactivity 
(percentage) 

ti/ 2 B (Hr) 

Recovery of 
administered 
radioactivity 
(percentage) 

tw 2B (Hr) 

Nicotine . 

10.8 ± 1.5 

2.5 * 0.4 

i 24.0 * 4.6 

2 5.6*0.5 

Cotinine. 1 

9.3 * 0.8 

6.0 * 0.6 

i 5.7 * 0.7 

2 6.8 * 0.8 

Nicotine-N-oxide .1 

10.8 * 0.9 

1.6 * 1.4 

7.8 * 1.4 

2.6 * 0.3 

Cotinine-N-oxide . 

8.5 *1.6 

7.5 * 0.8 

’ 3.7 *1.0 

6.8 * 0.6 

3-Pyridyiacetic acid... 

1.8* 0.3 

5.8 ± 0.3 

1.2 *0.2 

3ND 

r3-(3-PYridyl)-r-oxobutyric acid . 

2.7 * 0.6 

5.3 * 0.9 

2.4 * 0.7 

6.0 * 0.6 

3-Hydroxycotinine . 

5.7 * 0.5 

6.7 * 0.8 

5.6 **1.5 

9.9 *1.5 

r-{3-Pyri<^l)-r-methylaminobutyric acid. 

4.2 * 0.6 

5.9*08 

i 1.4 * 0.4 

ND 
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Table ll—i.—<U rinary Excretion of Nicotine and Metabolites in Male and Female rats After intravenous 

Administration of [ ,4 C]Nicotine (0.5 mg/kg)—Continued 


1 

rwm 

Female 

Metabolite 

Recovery of 
administered 
radioactivity 
(percentage) 

t, '2B (Hr) 

Recovery ot 
administered 
radioactivtty 
(percentage) 

ti.*2M (Hr) 

Nomicohne_ .. 

ai *09 

4.1 1 0.6 

at * 1.8 


‘ 8.3 *1.3 

Demetftytcotinine -............................. 

08*0.1 

HD 

<0.3 


NO 

p.(3*Pyridyt)^-oxo444ulethylbutrnmide ..- 

1.8 * 0.3 

ZJS * 0.6 

»0.6 * 0,3 


HQ 

tsomethylnicotinium ion ... 

2.1 ± 

4.5 * 0.7 

<0.3, 


NO 

Allohyckoxyctemethyicotinine ..- 

2.8 * 0.4 

9.8 * 1.4 

1.9 * 0.6 


10.0 *1.6 

Total.’.. l ......... 

69.4 

. . . . 

654)0.6 



’ 0.01<pS 0X5. 

? p < 0.01. 

3ND, not determined; concentration too k>w to estimate t t accurately. 


The ability of tobacco smoke to elicit 
irritation may be enhanced by low 
relative humidity and varies according 
to concentration [Ex. 4-239). Irritating 
components of ETS are contained in 
both the.vapdr phase and the particulate 
phase (see Tables JII-6 and III-7). These 
effects have been studied in both 
experimental (e.g., animals studies; 
clinical and chamber studies on 
humans) and field (e.g., surveys and 
epidemiological studies) studies. The 
NRC report (Ex. 4-239] summarized 
these studies and concluded that even 
though the specific components of ETS 
that cause irritation were not identified, 
the overall effects were eye and throat 
irritation and immunological responses. 
Weber [Ex. 4-317] reported the results 
of a field study that included 44 
wtorkrooms where smoking was taking 
place. Eye irritation was reported by 52 
out of 167 workers. Nonsmokers reacted 
more than smokers to the ETS; 36 of the 
52 workers who reported eye irritation 
at work were nonsmokers [Ex. 4—317]. 
Asano et al. [Ex. 4—18) reported 
significant eye irritation, as measured by 
blinking rates, in both healthy smoking 
and nonsmoking adults following 
exposure to ETS. Nonsmokers reported 
more eye irritation than smokers did. 
Effects such as eye irritation and nasal 
stuffiness were reported to Q5HA in 
comments to the docket (Exs. 3-38, 3- 
58. 3-59. 3-188, 3-438D, 3-440A]. 

3. Pulmonary Effects 
Much of the literature relevant to the 
association between non-cancerous 
health effects and ETS has focused on 
children. Because children are 
Undergoing development and 
maturation, they are not physiologically 
equivalent to adults exposed to the same 
conditions. Therefore, findings in 
studies conducted with respect to ETS 
and children may not be directly 
applicable to adults. However, a number 


of studies have investigated the 
relationship between ETS and 
pulmonary health effects in adults. 

Studies which are restricted to adults 
vary by numerous factors, such as the 
population studied, the measures used 
to estimate exposure to ETS, and the 
physiologic and health outcomes 
examined. The studies also varied in the 
consideration of potential confounders. 

A number of studies have found 
relationships between ETS exposure 
and pulmonary health effects. These 
studies have: (1) used pulmonary 
function tests, which may be more 
sensitive than methods used in other 
studies, to detect physiological changes 
occurring in the small airways of the 
lungs (e.g., forced mid-expiratory flow 
rate (FEF25-75), and forcedend- 
expiratory flow rate (FEFis^)); (2) 
studied older populations with a longer 
history of exposure to ETS; (3) stratified 
the level of ETS exposure with 
significant findings more likely to occur 
in persons with higher exposures; and 
(4) more frequently found significant 
changes in lung function in men. 
although adverse pulmonary effects to 
ETS have also been shown in women. 
The following discussion summarizes 
the results of these studies [Exs. 4-18, 
4-37, 4-62, 4-148, 4-173, 4-176, 4-178, 
4-180, 4-209, 4-210, 4-278, 4-295. 4- 
321]. 

Asano et al. |Ex, 4-18] demonstrated 
the acute physiologic changes which 
occur as a result of exposure to ETS. 
Nonsmokers had more pronounced 
changes in eye blinking rates (a measured 
of eye irritation), expired carbon 
monoxide, increased heart rate and 
systolic blood pressure. 

Studies of ETS and chronic health 
effects in adults differ by how they 
define “never smokers”, “exsmokers”, 
and how other various levels of ETS 
exposure are defined, either in nominal, 
ordinal or interval scales; and whether 


or not they take into account exposure 
both in the workplace and at home. The 
potential for misclassification bias 
occurs when “nonsmokers” are loosely 
defined and used as the comparative 
group to passive smokers. Several 
studies considered the confounding 
impact of environmental air pollution 
[Ex. 4-278], indoor cooking fuels [Exs. 
4-37, 4-62] or occupational exposures 
to dusts and fumes [Exs. 4-176,4-178, 
4-209, 4-210, 4-3211. 

There have been fewer longitudinal 
studies [Exs. 4-148, 4-278, 4-295] as 
compared to the majority which have 
been cross-sectional studies. The 
duration of exposure, which is critical 
to producing a measurable health effect, 
was quantified by number of years 
directly in several studies [Exs. 4—37, 4- 
148, 4-173, 4-295, 4-3211, or indirectly 
by the age of the population under study 
[Exs. 4-176, 4-209, 4-210]. In those 
studies which had carefully assessed for 
level of exposure and had specified a 
duration of at least 10 years, significant 
pulmonary function decrements were 
noted in both men and women [Exs. 4— 
37, 4-148, 4 176, 4-321). Overall, 
changes in pulmonary indices are more 
likely to occur in men than in women, 
however, several studies have 
documented statistically significant 
physiological changes in pulmonary 
function occurring in women [Exs. 4— 
37, 4-176, 4-178, 4-321). 

Understanding the significance of 
findings is complicated because studies 
used a variety of measures from 
spirometry. Although most studies 
evaluated FVC (forced vital capacity) 
and FEV| (forced expiratory volume in 
one second), fewer studies have 
measured FEF 23-75 OT FEFtvm [Exs. 4 
176, 4-180, 4-209, 4-210, 4-321). The! 
later measures have been suggested as 
being more sensitive to detecting 
changes in the small airways where 
effects of ETS are most likely to occur 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


2046395091 
















15976 


Federal Register / Vol. 59, No. 65 / Tuesday, April 5, 1994 / Proposed Rules 


[Exs. 4-46, 4-216, 4-230, 4-2311. 
However, there is no clear consensus in 
the medical literature as to the routine 
clinical use of FEF 2 S -73 or FEF 75 - 35 , or 
their diagnostic value in independently 
detecting small airway disease [Ex. 4-8). 

Estimates of the decrement in FE V 1 
due to ETS exposure in passive smokers 
as compared to never smokers, ranges 
from 80 milliliters (ml) [Ex. 4-148] to 
190 ml [Ex. 4-37]. When this decrement 
is expressed as a percent of FEVj, it has 
been estimated to be 5.7% in males, or 
7.3% when these same subjects were 
matched for age (Ex. 4-210). As a means 
of comparison, the average loss in lung 
volume per year due to aging alone is 
estimated to be 25 to 30 mi [Ex. 4-329]. 
The American Thoracic Society [Ex. 4- 
8l specifies that spirometry equipment 
have a level of accuracy within 50 ml. 
Since pulmonary function maneuvers 
are very effort dependent, intra- 
individual variation between the three 
best efforts should be within 5% to be 
acceptable. The importance of these 
spirometry criteria is emphasized by the 
fact that the FEVj may result in being 
100 to 200 ml lower than when a 
maximal effort is given by the subject. 
Furthermore, a decrease of 15% must be 
achieved before certain pulmonary 
indices are considered outside of 
normal limits. Given this perspective, 
although changes in pulmonary 
function tests may truly occur as a result 
of exposure to ETS over a number of 
years, the actual clinical impact may not 
be apparent in the healthy, young 
individual. Older individuals and those 
with preexisting pulmonary disease are 
more susceptible to the pulmonary 
effects of exposure to ETS. 

Outside of respiratory changes being 
documented through pulmonary 
function testing, other symptoms have 
been found to be significantly associated 
with ETS exposure. Hole et al. [Ex. 4- 
148] found a significant increase in the 
prevalence of infected sputum, 
persistent sputum, dyspnea and 
hypersecretion in passive smokers as 
compared to controls. Furthermore, 
rates increased as those exposed were 
stratified by level of exposure to passive 
smoke from low to high. Kauffmann et 
al. [Ex. 4-178] noted a significant 
increased risk for dyspnea in American 
(Odds Ratio (OR)=1.42) and French 
women (OR=1.43), and an increased risk 
for wheeze in American women 
(OR=1.36). Schwartz and Zeger [Ex. 4— 
278] found an increased risk for phlegm 
or sputum in a 3-year longitudinal study 
(OR=1.41). This risk was raised to 1.76 
when asthmatics, who may be 
medicated, were excluded from the 
analysis 


As small airway disease progresses to 
chronic obstructive pulmonary disease 
(COPD) (also referred to as chronic 
obstructive lung disease (COLD)), the 
impact of ETS becomes more detectable. 
Kalandidi et al. [Ex. 4-173] reported an 
adjusted odds ratio of 2.5 (90% 
Confidence Interval (Cl), 1.3 to 5.0) for 
Greek women never smokers exposed to 
their husbands’ tobacco smoke. 

While there is a clear trend, and in 
several studies a statistically significant 
finding of a demonstrated decrease in 
pulmonary function indices, or ail 
increase in respiratory symptoms in 
passive smokers, the impairment 
nonsmokers suffer by the exposure may 
not be immediately obvious. It is 
important to note that these findings 
have been demonstrated in otherwise 
healthy individuals. Based upon the 
finding of White and Froeb [Ex. 4-321], 
Fielding and Phenow [Ex. 4-1021 have 
described such changes as being 
equivalent to those found in light 
smokers, who smoke from 1 to 10 
cigarettes per day. Where a decrease of 
100 to 200 ml of FVC or FEV| may be 
clinically insignificant in healthy 
persons, such a change may be 
significant for workers with already 
impaired pulmonary function (Exs. 3- 
438D, 3-440A, 4-76, 4-182]. These 
changes may be the pivotal point at 
which a worker becomes unable to 
continue to work. 

Cellular effects on the pulmonary 
tissue have also been observed in 
animals exposed to ETS during 
experimental studies. Several studies 
reviewed by OSHA have demonstrated 
that chronic cigarette smoke exposure 
produces an accumulation of alveolar 
macrophages (AM) (the presence of AM 
indicates a body’s response to 
environmental insults), within the 
respiratory bronchioles of many animals 
species. This effect is similar to that 
seen in human smokers [Exs, 4-31, 4- 
58, 4-109, 4-110, 4-140, 4-147, 4-150, 
4-179, 4-212, 4-249]. Increased elastase 
secretion by alveolar macrophages from 
mice chronically exposed to cigarette 
smoke has also been observed [Ex. 4- 
322]. 

Accumulation of polymorphonuclear 
leucocytes (PMNs) is also an indication 
of the body’s response to environmental 
insults. PMNs were found in the 
alveolar septum of cigarette smoke- 
exposed hamsters, similar to the PMNs 
observed in the lungs of human smokers 
[Ex. 4-204], In contrast to the focal 
nature of the alveolar macrophages 
accumulation, the accumulation of PMN 
is diffuse. Studies of PMN leukocyte 
function have not been systematically 
evaluated in smoke-exposed animals. 


Other studies also show effects of ETS 
exposure at the cellular level. For 
example, young lambs exposed to ETS 
for one month did not develop 
detectable pulmonary system effects or 
alteration in lung mechanics or airway 
responsiveness. However, the lambs did 
develop inflammation of pulmonary 
cells [Ex. 4-290]. A cytotoxic effect of 
tobacco smoke was also demonstrated 
by decreased intracellular adenosine 
triphosphate (ATP) content in guinea 
pig alveolar macrophages and lowered 
cell bacteriocidal activity in a study by 
Firlik [Ex. 4—104]). 

Exposure to tobacco smoke has been 
shown to increase the permeability of 
the respiratory epithelial membrane to 
macromolecules. Burns et al. [Ex. 4-45] 
have shown that exposure of guinea pigs 
to tobacco smoke followed by 
fluorescein isothiocyanate-dextran 
(FITC-D, molecular weight 10,000) 
increased the amount of intact FITC-D 
that crossed the respiratory epithelium 
into the vascular space. Transmission 
electron-microscopic studies showed 
that the FITC-D diffused across 
damaged type I pneumocyte membranes 
and cytoplasm to reach the basal lamina 
and entered the alveolar capillaries 
through the endothelial junction. 

Damage to alveolar epithelium was 
more frequent for the smoke-exposed 
animals than the room air-exposed 
animals. 

Aryl hydrocarbon hydroxylase (AHH) 
participates in the activation of various 
carcinogens, such as Benzo(a)pyrene. 
This is one of the many carcinogens 
found in ETS. Both mainstream and 
sidestream smoke are capable of 
inducing pulmonary AHH activity. 
Gairola [Ex. 114] has demonstrated the 
induction of. pulmonary AHH activity in 
Sprague-Dawley rats and male C57BL 
mice after exposure to either 
mainstream or sidestream smoke from 
University of Kentucky Reference 
cigarettes (2R1) for seven days per week 
for 16 weeks. However, no such 
induction was noted in Hartley guinea- 
pigs under similar conditions, 
indicating a species difference. The 
‘ -mainstream and the sidestream smoke 
were equally effective in inducing the 
AHH activity. 

There is consistent evidence that 
decrements in pulmonary function and 
increases in respiratory symptoms occur 
in current smokers and in exsmokers. 
However, in passive smokers these 
health effects are not as easily 
demonstrated. The Environmental 
Protection Agency’s December 1992 
report, Respiratory Health Effects of 
Passive Smoking: Lung Cancer and 
Other Disorders [Ex. 4-311], reviewed 
an abundance of evidence showing 
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[Ex. 4-33J. The lung interstitium, 
terminal bronchioles, and alveoli react 
in an inflammatory process that can 
organize into granulomas and progress 
to fibrosis. The symptoms of acute 
episodes of this disease are malaise, 
fever, chills, cough and dyspnea. The 
symptoms of chronic episodes are 
serious respiratory symptoms such as 
progressive dyspnea. Chronic disease 
can lead to irreversible pulmonary 
structural and functional changes [Ex. 
4-33]. 

Approximately 15% (20,250) of 
135,000 hospital admissions per year 
that last an average of more than eight 
days are due to allergic disease [Ex. 4- 
41]. Burge and Hodgson estimate that 
these hospitalizations cost five million 
work days per year. The prevalence of 
symptoms consistent with 
hypersensitivity pneumonitis, an 
interstitial lung disease caused by 
organic dusts or by aerosols has been 
examined in subpop illations at well- 
defined, increased risk, such as farmers 
(0.1-32%) or pigeon breeders (0.1-21%) 
[Exs. 4-41, 4-214]. The only unbiased 
source of complaint rates in unselected 
office workers are control buildings 
used in the study of hypersensitivity 
pneumonitis in the U.S. Amow et al. 
[Ex. 4-15) reported complaints 
consistent with hypersensitivity 
pneumonitis In 1.2 percent and Gamble 
et al. (Ex. 4-116] in 4 percent of these 
populations. Since no clinical data are 
available, it is not known how these 
complaints are related to actual disease, 
and it is unknown whether these 
complaints are associated with lost 
u ork time, doctor visits or hospital 
admissions [Ex. 4-41). 

Humidifier fever, a less serious 
variant of hypersensitivity pneumonitis, 
also is caused by exposure to 
microorganisms contained in an aerosoL 
Attack rates in building epidemics have 
been as high as 75%. whereas complaint 
rates are usually 2-3% in nonepidemic 
situations [Ex. 4-41). Because of the 
similarity of the individual symptoms to 
other diseases (fever, headache, 
polyuria, weight loss and joint pain), it 
is often difficult to separate actual 
disease from complaints related to the 
common cold in nonepidemic situations 
[Exs. 4-33. 4—11). While rare, a 
workplace epidemic of humidifier fever 
can virtually shut down an entire 
building, and only removal of the 
contamination will end the epidemic 
[Exs. 4—41, 4-144, 4-214). 

Microbial contamination of building 
structures, furnishings, and HVAC 
system components contribute to poor 
indoor air quality problems, especially 
those related to building-related 
illnesses. OSHA believes that 


consequent health effects constitute 
material impairment of health [Exs, 3- 
61, 4—41). These can be categorized as 
irritation, pulmonary, cardiovascular, 
nervous system, reproductive, and 
cancer effects. 

Irritation effects, either from the 
physical presence of bioaerosols or from 
exposure to VOCs released by 
biologicals, have been demonstrated in 
susceptible workers [Ex. 3-32). In 
addition, water leakage on furnishings 
or within building components can 
result in the proliferation of 
microorganisms that can release acutely 
irritating substances Into the air. 
Typically, where microorganisms are 
allowed to grow, a moldy smell 
develops. This moldy smell is often 
associated with microbial 
contamination and is a result of VOCs 
released during microbial growth on 
environmental substrates [Ex. 4—41). 

Pulmonary effects which have been 
associated with exposure to bioaerosols 
include rhinitis, asthma, allergies, 
hypersensitivity diseases, humidifier 
fever, spread of infections including 
colds, viruses, and tuberculosis, and the 
occurrence of Legionnaire's disease 
[Exs. 3-17, 3-32, 3-38. 3-61B, 3-188, 
3-4 40A, 3-446, 3-500,4-41,4-144, 4- 
214]. 

Building-related asthma has also 
recently been documented in office 
workers [Exs. 3-61,4-43] and some case 
reports show it to be associated 
specifically with humidifier use. 

Biocides used in humidification systems 
are suspected causes of office-associated 
asthma (Ex. 4-103]. 

Cardiovascular effects manifested as 
chest pain, and nervous system effects 
manifested as headache, blurred vision, 
and impaired Judgment, have occurred 
in susceptible people following 
exposure to bioaerosols [Exs. 3-32,3- 
446]. It has been suggested that these 
effects may be caused by VOCs released 
by the microbiologicals, or they may be 
a complication of related pulmonary 
effects. 

The development of cancer in 
susceptible people is possible following 
exposure to certain types of toxigenic 
fungi and mycotoxins. However, the 
probability of such exposures occurring 
in workplaces covered by this standard 
is probably limited. Mycotoxins (toxins 
produced as secondary metabolites by 
many fungi) are among the most 
carcinogenic of known substances, and 
are also acutely toxic. The American 
Conference of Governmental and 
Industrial Hygienists wrote M [t)he 
toxigenic fungi are common 
contaminants of stored grain and other 
food products and have caused well- 
described outbreaks of acute systemic 


toxicosis as well as specific organ 
carcinogenesis when such food is 
consumed * * * It appears clear that 
massive contamination with a highly 
toxigenic fungus strain of a site in 
which aerial dispersion of metabolic 
products occurred would be necessary 
to indues acute symptoms. However, 
considering the carcinogenicity of many 
fungal toxins, an examination of the 
risks of chronic inhalation exposure 
appears justified" [Ex. 3-61 J. 

m summary, most of the health effects 
associated with SBS and BRI occur in 
indoor environments were 
concentrations of pollutants are much 
less than the OSHA Permissible 
Exposure Levels (PELs) (29 CFR 
1910.1000) [Ex. 4-3). It is important to 
point out that the PELs are chemical- 
specific standards that are not only 
based on health effects but also on 
technological feasibility, cost restraints 
and a “healthy" worker exposed fora 
40-hour work week. In the industrial 
workplace, hazards are minimized by 
the use of administrative and 
engineering controls and the use of 
personal protective equipment. The 
nonindustrial environment, however, 
does not have these controls. 

Ventilation systems are designed rally to 
remove occupant-generated 
contaminants, such as carbon dioxide 
and odors. These types of systems were 
not designed to dilute multiple point 
sources of contaminants that are 
typically found in nonindustrial 
workplaces (see section III). Unless 
adequate ventilation and source controls 
are utilized and adequately maintained, 
many of the chemical contaminants can 
concentrate to levels that induce 
symptoms. The possibility exists that 
synergistic effects occur. These effects 
occur not only between substances to 
enhance their toxicity but also by 
lowering the resistance to lung infection 
in susceptible persons) 

C. Environmental Tobacco Smoke 

ETS is composed of exhaled 
mainstream and sidestream smoke. The 
chemical composition and exposure 
sources of ETS are described in the 
Exposure section of this preamble (see 
Section m). The pharmacokinetics of 
ETS have been widely studied and are 
described in the following section. 

A wide spectrum of health effects 
have been associated with exposure to 
ETS. These effects include mucous 
membrane irritation, decrease in 
respiratory system performance, adverse 
effects on the cardiovascular system, 
reproductive effects, and cancer. The 
following section also presents more 
detailed information on these health 
effects. 
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persistent physiologic changes in 
children’s respiratory function and 
related health effects as a result of 
exposure to ETS. Studies evaluating 
these same effects are not as plentihil in 
adults. However, the EPA concluded, 
“recent evidence suggests that passive 
smoking has subtle but statistically 
significant effects on the respiratory 
health of adults” [Ex. 4-311). 

The weight of the evidence shows that 
exposure to ETS results in decreases in 
pulmonary function indices and 
increases in respiratory symptoms in 
otherwise healthy men and women who 
are exposed to ETS for periods of 10 or 
more years. The risk of developing 
COPD appears to be increased in passive 
smokers with lifelong exposures to ETS. 
Whether these changes impact upon 
respiratory function to a degree that 
impairment occurs may be dependent 
upon the individual’s pulmonary status 
and overall health condition. 

4. Cardiovascular Effects 

A developing body of research 
indicates that the cardiovascular effects 
of ETS exposure on the health of 
nonsmokers include acute effects, such 
as exacerbation of angina, as well as 
chronic effects, such as atherosclerosis 
[Exs. 4-123, 4-291, 4-330]. 

Cardiovascular diseases [Exs. 4-91, 4 
136] such as myocardial infarction [Ex. 
4-12], sudden death, and arterial 
thrombosis occur more frequently in 
cigarette smokers as opposed to 
nonsmokers (Exs. 4-86, 4-233]. The 
same chemicals which produce these 
effects in active smokers are present in 
ETS. These include nicotine, carbon 
monoxide, polycyclic aromatic 
hydrocarbons (PAHs) and tobacco 
glycoproteins. 

The following discussion on 
cardiovascular effects covers thrombus 
formation, vascular wall injury and the 
possible mechanisms of these effects in 
nonsmokers. Discussion of the acute 
and chronic health effects follows. 

(a) Thrombus Formation. Blood clots 
in the coronary arteries are an important 
component of an acute myocardial 
infarction (Ml). An additional 
component of the acute Ml is the 
presence of atherosclerotic plaques in 
the walls of the coronary arteries. 
Platelets are involved in both the acute 
formation of blood clots and the chronic 
formation of atherosclerotic plaques. 

There is evidence that ETS exposure 
can cause platelets to become more 
easily activated thus predisposing the 
platelets to become involved in forming 
clots and atherosclerotic plaques. For 
example, evidence exists that 
demonstrates that the platelets of 
nonsmokers exposed to ETS are more 


easily activated [Exs. 4-40,4-80]. The 
study by Burghuber [Exs. 4-40] 
demonstrates that the platelet activating 
capabilities of ETS are more prominent 
in nonsmokers than in smokers. The 
results of this study suggest that 
nonsmokers are at a greater risk of blood 
clot formation secondary to ETS 
exposure than smokers. 

Acute ETS exposure also results in an 
increased platelet aggregation, which is 
an initial stage or the development of 
coronary thrombosis or 
vasoconstriction. This vasoconstriction 
can lead to the development of coronary 
atherosclerosis after chronic exposure 
[Exs. 4—lit, 4-123, 4-272]. 
Environmental smoke exposure also can 
increase platelet-activating factor (PAF), 
platelet factor 4, beta-thromboglobulin, 
and fibrinogen concentration which 
provides a marker of its effect on 
coronary heart disease [Exs. 4-85, 4- 
157, 4-224]. 

(b) Vascular Wall Injury. 
Atherosclerotic plaque formation is a 
complicated chronic process that can 
lead to constriction of the lumen of the 
blood vessels, resulting in reduced 
blood supply to the myocardial tissues. 

It is thought that an essential step in 
plaque formation is injury to the 
endothelial lining of the arterial wall. 
ETS has been implicated in causing 
injury to the endothelial cells which 
line the arterial walls. This was 
demonstrated in the study by Davis et 
al. [Ex. 4-80] which identified an 
increase in the number of endothelial 
cell carcasses in the circulation of 
healthy people after being exposed to 
ETS. 

ETS has also been implicated in 
stimulating smooth muscle cell 
proliferation and in altering blood 
lipids. Each of these can contribute to 
plaque formation which leads to an 
increased susceptibility to heart attacks. 

(c) Possible Mechanisms of Effect. At 
least three mechanisms are described in 
the literature by which ETS may place 
stress on the heart by increasing 
myocardial oxygen demand, decreasing 
myocardial oxygen supply or interfering 
with the cell’s ability to utilize oxygen 
for energy production. 

One mecnanism by which ETS may 
reduce oxygen supply is through the 
formation of carboxyhemoglobin. 
Carboxyhemoglobin is formed when a 
person is exposed to carbon monoxide, 
a component of ETS. The carbon 
monoxide effectively competes with 
oxygen for the heme group of the 
hemoglobin molecule in the red blood 
cell (RBC). In fact, carbon monoxide has 
a much greater affinity for hemoglobin 
than does oxygen and binds very 
strongly with hemoglobin making it 


unavailable for the transport of oxygen. 
The heart muscle (myocardium) can 
experience injury at the cellular level 
when the oxygen demanded by the heart 
muscle exceeds the oxygen supplied by 
the blood. Therefore, the formation of 
carboxyhemoglobin can decrease the 
ability of the blood to deliver oxygen to 
the myocardium and can cause injury to 
the heart if myocardial oxygen demand 
exceeds supplv. 

A number of studies have suggested 
that ETS exposure adversely affects the 
myocardial oxygen supply-demand 
relationship; this would predispose the 
heart to develop ischemia or exacerbate 
preexisting ischemia. Direct or indirect 
exposure to tobacco smoke has been 
shown to increase the hemodynamic 
determinants of myocardial oxygen 
demand [Exs; 4—13, 4-2421 at the same 
time that it potentially reduces both 
myocardial oxygen supply and delivery 
by enhancing the development of 
coronary atherosclerosis [Exs. 4-242, 4— 
323], causing coronary vasoconstriction 
[Exs. 4-323, 4—324] and reducing the 
oxygen carrying capacity of blood 
through increased carboxyhemoglobin 
levels [Ex. 4-13). As a result, fewer red 
blood cells are available to transport 
oxygen to the body, and to the heart 
muscle itself. To compensate for this 
reduced oxygen carrying capacity of the 
blood, the heart must work harder, for 
example, by increasing the heart rate. 
This is an example of one mechanism 
by which ETS may place even further 
stress on the heart by increasing 
myocardial oxygen demand, precisely at 
a time when the oxygen delivery 
capabilities of the blood are reduced. 

A second mechanism by which ETS 
may increase myocardial oxygen 
demand is via the direct effect of 
nicotine. The nicotine in ETS may cause 
an increased resting heart rate and blood 
pressure in exposed individuals. 

One study examined the effects of 
ETS on healthy individuals during 
exercise, and found that healthy 
individuals experienced fatigue at lower 
work levels when exercising in the 
presence of ETS [Ex. 4-123]. The 
authors concluded that ETS exposure 
interfered with the heart muscle cells* 
ability to utilize oxygen for energy 
production. 

Consequently, ETS exposure may 
have an adverse impact on myocardial 
metabolism and expose the heart muscle 
to an increased susceptibility to injury. 
These mechanisms of cardiac stress and 
potential injury to the heart are in 
agreement with accepted theories of 
cardiac injury. 

(d) Acute neart Effects. An acute 
effect of exposure to ETS is the 
aggravation of existing heart condition*, 


2046395094 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 




15978 


Federal Register / Vol. 59, No. 65 / Tuesday, April 5, 1994 / Proposed Rules 


such as angina. The National Research 
Council (1986) reported, based on the 
effects of studies by Anderson et al. [Ex. 
4 -9] and Aronow et al. [Exs. 4-14, 4- 
16, 4-17], that angina patients are 
especially sensitive at 
" carboxyhemoglobin levels between 2 
and 4%. Guerin et al. [Ex. 4-129] report 
that physiologically adverse effects 
occur in humans at 2.5% 
carboxyhemoglobin blood content. 
Cumulative carbon monoxide levels, 
due to ETS that result in such an effect 
are not uncommon in work 
environments (Ex. 4-129). Acute 
exposure to ETS has been reported to 
increase heart rate, elevate blood 
pressure, and increase 
carboxyhemoglobin levels in both 
angina patients [Exs. 3-38, 4-222] and 
in healthy subjects (Exs, 4-18, 4-2171. 
Acute exposure has also been associated 
with slight changes in blood 
components thought to be involved in 
the pathogenesis of atherosclerosis, such 
as endothelial cell count, platelet 
aggregate ratio, and platelet sensitivity 
to prostacyclin [Exs. 4-40, 4-80). Many 
effects of ETTS exposure, such as 
ischemia, may be additionally 
aggravated by simultaneous exposure to 
other compounds, such as solvents [Exs, 
3_446, 4—99). 

(e) Chronic Heart Effects . The 
occurrence of coronary heart disease in 
ETS-exposed nonsmokers has been 
studied by various epidemiological 
researchers [Exs. 4-85. 4-120, 4-122, 4— 
138, 4-139. 4-142. 4-148, 4-154, 4-191, 
4-277. 4-295). Small, but statistically 
significant (at p £ 0.05). increases in 
coronary heart disease mortality [Exs. 4- 
85, 4-138. 4-139, 4-142, 4-277) 
indicate a modest Impact of long-term 
ETS tobacco smoke exposure on the 
cardiovascular health of nonsmokers. 
Tho relative risks calculated in these 
studies ranged from 1.3 to 2.7. 

The ability of ETS exposure to induce 
coronary heart disease has also been 
studied in animals. Thu et al. |Fx. 4- 
3301 exposed rats to ETS and showed a 
dose-related increase in myocardial 
infarct size and a decrease in bleeding 
time. But there were no significant 
differences in serum triglycerides, high 
density lipoprotein and cholesterol. 

This study showed that air nicotine, 
carbon monoxide, and total particulate 
concentrations increased with ETS 
exposure, and this increased exposure 
led to a continuous increase in plasma 
carboxyhemoglobin. nicotine, and 
cotinine levels in ETS-exposed rats. 
There was a positive relationship 
between the infarct size and air 
nicotine, carbon monoxide, total 
particulate concentrations and plasma 
carboxyhemoglobin. nicotine, and 


cotinine levels. The average 
concentrations of air nicotine, carbon 
monoxide and particulates, according to 
the authors, were 30-fold, 3-fold and 10- 
fold higher, respectively, than in a 
heavy smoking environment. The 
duration of exposure, however, was 
short compared to even a rat's lifetime. 
Infarct size nearly doubled following 
only 180 hours of ETS exposure 
distributed over a six week period. 

In the same study, the effect of ETS 
exposure on platelet function and aortic 
and pulmonary artery atherosclerosis in 
New Zealand male rabbits was 
demonstrated. The increase of 
atherosclerosis after exposure to ETS 
was shown to be independent of 
changes in serum lipids and exhibited a 
dose-response relationship in this study. 
Average air nicotine, carbon monoxide 
and total particulate concentrations 
were 1,040 ng/m*, 60.2 ppm and 32.8 
mg/m ^ for high dose group and 30 pg/ 
m3, 18.8 ppm and 4.0 mg/ma for low 
dose group and <1 pg/m^, 3.1 ppm and 
0.13 mg/m3 for the control group. 
Atherosclerosis in this study was 
significantly increased in the high dose 
group. 

Olsen (Ex. 245) exposed rats daily to 
smoke from University of Kentucky 2R1 
Reference cigarettes for 10 minutes, 7 
times a week for 4, 8 or 20 weeks. 
Sidestream (SS) smoke was collected by 
a moving column of air spiked every 
minute with a puff of fresh mainstream 
(MS) smoke. Rats were exposed to this 
SS smoke collected in a 2 L/min air flow 
using a glass container placed over a 
burning cigarette. A fraction of this air 
flow containing SS smoke was diluted 
with fresh room air and continuously 
diverted to the rats as follows: 50%, 

25% and 10% SS smoke. 
Carboxyhemoglobin content for each 
treatment group was determined 
immediately after the last smoke 
exposure and percent 
carboxyhemoglobin for each group was 
found to be: 4 week exposure- 
mainstream^^*!^ and 25% 
sidestream=11.8*0.7; 8 week exposure 
mainstream=6.1*1.2 and 25% 
si destream=11.9*0.9; 20 week exposure 
mainstream =8.3-0.9,10% 
si destream=6.30*0.5, 25% 
sidestream=10.8*0.8 and 50% 
sidestream=18.3*1.2. This indicates a 
tobacco smoke-related detrimental effect 
on blood components, thus increasing 
the probability that coronary disease 
would develop over a longer exposure 
period. 

Research has shown that passive 
exposure to tobacco smoke damages 
endothelial cells and increases the 
number of circulating anuclear carcasses 
of endothelial cells [Ex. 4-80). ETS 


appears to alter cardiac cellular 
metabolism in such a way that renders 
the myocyte less capable of producing 
adenosine triphosphate (ATP). Reduced 
oxidative phosphorylation in cardiac 
mitochondrial fractions taken from 
rabbits exposed to ETS has been 
demonstrated [Ex. 4-130). Studies have 
indicated that the reduction in 
mitochondrial respiration secondary to 
ETS exposure is likely due to decreased 
cytochrome oxidase activity [Exs. 4— 
130,4-131). 

Nicotine, a component of tobacco 
smoke, has been shown in in vitro 
studies, to inhibit the release of 
prostacyclin, through inhibition of 
cyclooxygenase, from the rings of rabbit 
or rat aorta. Nicotine could also affect 
platelets by releasing catecholamines 
which lead to increased thromboxane 
A2 [Ex. 4-25). Passive smoke also 
increases blood viscosity and hematocrit 
due to relative hypoxia induced by 
chronic carbon monoxide exposure [Ex. 
4—25]. Nicotine, contained in cigarette 
smoke can lead to catecholamine 
release, which enhances platelet 
adhesiveness and decreases the 
ventricular fibrillation threshold. This 
threshold is also affected by carbon 
monoxide levels [Exs. 4-25, 4-196). 
Cigarette smoke also increases the 
lipolysis that increases levels of plasma 
free fatty acids, which result in 
enhanced synthesis of LDL [Ex. 4—234). 

In conclusion, there are multiple 
pathways by which ETS may damage 
the heart. ETS exposure has been 
demonstrated to both increase 
myocardial oxygen demand and 
decrease myocardial oxygen supply. If 
oxygen demand exceeds supply for a 
long enough period of time, then 
myocardial cell injury or even cell death 
can occur. In addition, ETS exposure 
may cause platelets to become less 
sensitive to the anti-clotting regulatory 
substances in the blood and therefore 
increase the tendency of the blood to 
clot. An increased tendency for the 
blood to clot may lead to an increased 
susceptibility to heart attacks. 

ETS exposure may also contribute to 
the chronic formation of arterial wall * 
plaques which are implicated in the 
event of an acute myocardial infarction. 
The two mechanisms described by 
which ETS exposure may stimulate 
plaque formation are endothelial cell 
injury and increased platelet activation. 

Different people will have different 
abilities to deal with the increased stress 
on the heart and the increased tendency 
of the blood to clot as a result of ETS 
exposure. For example, a young, 
otherwise healthy individual may be 
able to tolerate short-term ETS exposure 
without apparent difficulty, although 
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asymptomatic arterial wall injury may 
occur which can contribute to cardiac 
injury in the future. However, an older 
person with pre-existing coronary artery 
disease and therefore minimum cardiac 
reserve may not be able to tolerate short¬ 
term ETS exposure, due to the increased 
stress on the heart* 

5. Reproductive Effects 

Data on the reproductive effects due 
to the exposure of nonsmoking pregnant 
women to ETS has been presented in 
many studies [Exs. 3-438, 4-92, 4-132, 
4—174, 4-208, 4-273, 4-285, 4-287, 4- 
299). This is important since many 
nonsmoking women continue to work 
throughout their pregnancies. Pregnant 
women working in indoor environments 
without tobacco smoking restrictions, as 
in restaurants, comprise one of the most 
heavily ETS-exposed groups [Exs. 4— 
151,4-2871. 

Low birthweight has also been shown 
to be associated with paternal smoking, 
implying passive exposure to tobacco 
smoke by the nonsmoking mother [Exs. 
4-92, 4-273]. Passive exposure to 
tobacco smoke is estimated to double 
the risk of low birthweight in a full-term 
baby [Ex. 4-208]. Nonsmoking pregnant 
women who are exposed to ETS have 
been reported to deliver neonates that 
range 24 to 120 grams lighter in weight 
than those babies delivered by 
nonexposed pregnant women [Exs. 4— 
132, 4-174, 4-208, 4-273). This 
relationship between passive smoking 
and low birthweight remains 
statistically significant even after 
accounting for mother's age, parity, 
social class, sex of baby, and alcohol 
consumption. This effect is more 
apparent in neonates bom to actively 
smoking women who deliver babies that 
weigh, on average, 200 grams less than 
those of nonsmoking women (Ex. 4— 
101 ]. The reduction in birthweight is 
clinically significant at the low end of 
the birthweight distribution. These 
infants have higher perinatal mortality 
[Ex. 4-239]. 

Other reproductive effects that have 
been ascribed to maternal ETS exposure 
include miscarriage, an increase in 
congenital abnormalities (Exs. 4-239,4- 
2991 , and numerous other physiological 
effects (Ex. 4-297). It was reported that 
these effects may be part of a general 
immunosuppressive condition 
associated with the occurrence of low 
birthweight (Ex. 4-299). This effect may 
predispose the baby to respiratory tract 
infections. 

The effects of environmental smoke 
exposure on the fetus may have long¬ 
term sequelae into childhood and 
adulthood (Exs. 4-53, 4-181, 4-213, 4- 
225, 4-239, 4-51, 4-297). There is 


limited evidence which suggests that 
growth retardation observed in the fetus 
is reflected in the growing child as 
reductions in lung development [3- 
438]. This is especially relevant if that 
child continues to be exposed to ETS 
throughout childhood and into 
adulthood (Exs. 4-177, 4-297). Prenatal 
exposure to ETS and exposure to ETS as 
a child may also increase an 
individual's cancer risk, perhaps by a 
factor of two (2) (Exs, 4-65,4-164, 4- 
252]. 

Experimental research on the adverse 
reproductive effects associated with ETS 
exposure in animals is limited. 

However, one study (Ex. 4-6] 
demonstrated such effects. Sciatic nerve 
tissue taken from the offspring of ETS- 
exposed female mice revealed definite 
toxic effects on the neonatal tissue (Ex. 
4 —6). Pregnant female mice (C57BL/KsJ) 
were exposed to low-tar cigarette smoke 
in a special smoking chamber. Cigarette 
smoke was blown into the chamber for 
4 minutes, 5 times daily, except on 
weekends when this was done 3 times 
daily. At 18 days of gestation, blood 
samples were taken and carbon 
monoxide levels were measured. 

Ultra structural abnormalities of fetal 
tissue revealed swollen mitochondria 
with distorted cristae, some indication 
of deformed mitochondria, darkened 
nuclei with condensations of nuclear 
material, lamellar bodies, granules and 
myelin bodies similar to those found in 
human toxicity studies. The blood 
samples from pregnant mice revealed a 
mean carbon monoxide saturation in the 
hemoglobin of 9% which is equivalent 
to that found in humans who actively 
smoke 10-20 cig irettes per day. 

6 . Cancer 

Concern over the carcinogenic effects 
of ETS was expressed in many 
comments submitted to the docket, such 
as Exs. 3-32, 3-35. 3-38, 3-207, 3-438, 
3—440A, and 3-449. The results of 
epidemiological and experimental 
studies indicate that exposure to ETS is 
causally associated with cancer of the 
lung in chronically-exposed 
nonsmokers. A discussion of this 
evidence follows. 

(a) Evidence of Association .—The 
results of epidemiological studies taken 
in the aggregate suggest that nonsmoker 
exposure to ETS is causally-related to 
the development of lung cancer. 

Evidence of specificity of effect is 
provided by active smoking studies that 
report a causal association with lung 
cancer (Ex. 4-3111. It was therefore 
logical to examine nonsmokers with 
passive exposure to tobacco smoke, 
since the chemicals found in passive 
smoke are qualitatively similar to those 


in mainstream smoke. Active smoking 
induces all four major histological types 
of human lung cancer—squamous-cell 
carcinomas, small-cell carcinomas, 
large-cell carcinomas, and 
adenocarcinomas (Ex. 4—311]. The 
results of lung cancer studies that 
examined the variation in tumor cell 
type induced by ETS exposure indicate 
that mostly adenocarcinomas and 
squamous cell carcinomas are produced 
by ETS exposure. Some studies have 
reported an excess of adenocarcinomas, 
while others have reported excesses in 
squamous cell and small-cell 
carcinomas. From this information, it is 
apparent that similar tumor cell types 
are induced by ETS exposure as are 
induced by active smoking. 

The unequivocal causal association 
between active tobacco smoking and 
lung cancer in humans, as well as the 
corroborative evidence of the 
carcinogenicity of tobacco smoke 
provided by animal bioassays and in 
vitro studies and the chemical similarity 
between mainstream smoke and ETS, 
clearly establish the plausibility that 
ETS is also a human lung carcinogen 
(Table II—2). In addition, biomarker 
studies verify that ETS exposure results 
in detectable uptake of tobacco 
constituents by nonsmokers (Exs, 4-50, 
4-311]. 

Table 11-2.—43 Chemical Compounds 
Identified in Tobacco Smoke for 
Which There is "Sufficient Evidence" 
of Carcinogenicity in Humans or 
Animals (Ex. 4-160] 

Acetaldehyde 
Acylonitrile 
Arsenic 

Benz (a)anthracene 
Benzene 
Benzo (a)pyrene 
Benzo(b)fluoranthene 

Benzo (k)fluoranthene 
Cadmium 
Chromium VI 
DDT 

Dibenz(a,h)acridme 
Dibenz(a,j)acridine 
Dibenz[a t h)anthracena 
Dibenzo (a,i)pyrene 
Dibenzo (a,e)pyrena 
Dibenzo (a,l)pyrene 
Dibenzo (a,h)pyrene 
Formaldehyde 
Hydrazine 
Lead 
Nickel 

N-nitrosodiethanolamine 
N-nitrosodiethylamine 
N'-n itiosodimethylamine 
N'-nitrosonomicotine - 
N-nitrosopiperidine 
N-nitrosodi-n-propylamine 
N-nitroscpyrrolidine 
N-nitrosodi-n-butylamine 
orth o-toluidlne 
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Styrene 

Urethane 

Vinyl chloride 

1 ,1-dimethy Ihydrazine 

2 -nitropropane 

2 -napthylamine 

4-(methylnitrosamino)-l-(3-pyridyl)-l- 

butanone 

4- amiitobiphenyl 

5- methylchrysene 
7H-dibenzo(c,g)caibazoIe 
Indeno (l,2,3’-cd)pryene 

(b) Epidemiological and Experimental 
Studies. There are at least 32 
epidemiological studies that have 
attempted to evaluate the carcinogenic 
potential of ETS. OSHA analyzed these 
studies and determined that 14 were 
positive for an association lExs. 4—36, 4- 
65, 4-106, 4-119, 4-121, 4-142, 4-143, 
4-153, 4-158, 4-187, 4-252, 4-275, 4- 
276,4-292, 4-300], 5 were equivocal 
with a positive trend {Exs. 4-4, 4-47, 4- 
117, 4-122, 4-171], and 13 were 
equivocal [Exs. 4-35, 4-38, 4-52, 4-118, 
4-148, 4-164, 4-175, 4-183, 4-192, 4- 
283, 4-286, 4-296, 4-326]. [See the Risk 
Assessment section for further 
discussion.] 

OSHA considered the consistency of 
the association to determine if the 
finding of the same exposure effect 
occurred in different populations and 
different types of studies. The great 
number of epidemiological studies 
available on ETS were conducted by 
different researchers, on different 
populations, in various countries with 
diverse study designs. This extensive 
amount of data increases confidence 
that the associations seen between ETS 
exposure and the development of lung 
cancer is externally consistent and is 
not due to artifacts or a product of some 
unidentified, indirect factors unlikely to 
be common to all of the studies. The fact 
that exposure to ETS is common dilutes 
the risk estimates derived from these 
studies because the comparison group 
has some exposure to ETS. A recent 
Centers for Disease Control and 
Prevention (CDC) report [Ex. 4-50] 
found that 100% of a subset of the 
National Health and Nutrition 
Evaluation Survey (NHANES) III 
conducted by the National Center for 
Health Statistics had detectable levels of 
cotinine in their bodies indicating that 
everyone in the sample had detectable 
exposure to tobacco smoke [Ex. 4-50]. 
Cotinine is a metabolite of nicotine and 
is used as a surrogate of exposure to 
tobacco smoke. This indicates that the 
cancer risk may indeed be greater since 
the relationship in these studies has 
been more exposed versus less exposed 
instead of exposed versus nonexposed. 

Many potential sources of bias, such 
as publication bias (the tendency of 


scientific journals to publish studies 
with positive results), misclassification 
bias (smokers or former smokers 
claiming to be nonsmokers), and recall 
bias (the reliance on self-reporting of 
both personal smoking habits and 
exposure to others' tobacco smoke) can 
not account for the elevation in risks 
seen in these various studies. Also, the 
relative risks that were estimated from 
prospective study data are similar to 
those estimated from case/control study 
data. Biases that may be problematic to 
case-control studies are not a problem in 
prospective studies. Since the results 
from both types of studies are similar it 
is apparent that these biases are not 
important in the case-control studies 
(e.g., misclassification bias and recall 
bias). This information strengthens the 
confidence of a causal connection. 

Animal studies have shown the 
carcinogenicity of cigarette smoke. 
Limited existing data suggest that 
sidestream smoke may contain more 
carcinogenic activity per milligram of 
cigarette smoke concentrate than does 
mainstream smoke (Ex. 3-689DJ. 
Currently, OSHA is aware of only a few 
experimental inhalation studies with 
sidestream smoke or ETS reported in the 
literature. A discussion of these studies 
follows. 

Otto and Elmenhorst [Ex. 4-247] have 
shown that there are carcinogenic 
constituents in the vapor phase of 
tobacco smoke. They exnosed C57B1 
and BLH mice to the gas phase of 
cigarette mainstream smoke of 12 
cigarettes for 90 minutes daily over 27 
months. The particulate matter was 
removed by passing the smoke through 
a Cambridge filter. The percentages of 
mice with lung adenomas were 5.5% 
and 32% in the smoke-exposed C57B1 
and BLH mice, as compared to 3.4% 
and 22% for their respective controls. 
Leuchtenberger and Leuchtenberger [Ex. 
4-197] have also shown that the rate of 
tumors among mice exposed to the gas 
phase was greater than animals exposed 
to the whole smoke. Pulmonary 
adenomas and adenocarcinomas were 
induced in Snell's mice by the gas phase 
but not by the whole smoke in this 
study. These studies demonstrate that 
the carcinogenicity of tobacco smoke is 
not limited to the particulate phase. 

Studies have also reported 
hyperplasia and metaplasia in the 
trachea and bronchi of mice exposed to 
cigarette smoke by the inhalation route 
[Exs. 4-226, 4-327]. Four lung tumors 
and emphysema were detected in 100 
male and female C57B1 mice exposed, 
nose only, to fresh mainstream smoke 
[Ex. 4-135]. 

Pulmonary squamous neoplasms were 
detected in female Wistar rats exposed 


to a 1:5 smoke-to-air mixture for 15 
seconds of every minute during an 11 
minute exposure twice a day, 5 days per 
week, for the lifespan of the animals 
JEx. 4-79]. Respiratory tumors were also 
observed in Fischer-344 rats exposed, 
nose only, to a 1:10 smoke to air mixture 
for approximately 30 seconds every 
minute, 7 hours per day, 5 days per 
week for 128 weeks [Ex. 4-77]. The 
incidence of laryngeal leukoplakias in 
Syrian golden hamsters ranged from 
11.3% for the animals that received the 
low dose to 30.6% of those animals that 
received the highest dose. These 
animals were exposed to a 1:7 smoke-to- 
air mixture for 10 to 30 minutes, 5 days 
a week, nose only, for a period of up to 
52 weeks [Ex. 4-88]. Exposing hamsters 
twice a day, 5 days a week for up to 100 
weeks resulted in almost 90% of the 
exposed hamsters having hyperplastic 
or neoplastic changes in the larynx in a 
study by Bemfeld et al. [Ex. 4-30]. Lung 
tumors have been reported in beagle 
dogs exposed to the smoke from 
nonfilter cigarettes [Ex. 4-19]. However, 
no tumors were seen in rabbits exposed 
to cigarette smoke for up to 5V 2 years 
[Ex. 4-149]. 

Sidestream condensates have also 
been shown to cause carcinogenicity 
when implanted into female Osbome- 
Mendel rat lungs [Ex. 4-127]. Cigarette 
smoke condensate fraction from 
sidestream smoke was implanted at a 
dose level of one cigarette per animal in 
this study. 

Coggins et al. [Ex. 4—59] reported 
epithelial hyperplasia in the nasal 
cavity of high-dosed rats exposed to 
environmental tobacco smoke. They 
exposed Sprague-Dawley rats of both 
sexes, nose only, to “aged and diluted 
sidestream smoke" (ADSS) at 0.1,1 or 
10 mg of particulates per meter for 14 
days and found “slight to mild" 
epithelial hyperplasia and inflammation 
in the most rostral part of the nasal 
cavity in the 10 mg group only. They 
also found that these changes were 
reversible if the animals were kept 
without further exposure for an 
additional 14 days. No effects in the 
lung were reported. Similar results of 
mild hyperplasia were also obtained 
when male rats were exposed to the 
same concentrations for up to 13 weeks 
[Ex. 4-60], In this study the authors 
reported hypercellularity and the 
thickening of the respiratory epithelium 
of the dorsal nasal conchae and adjacent 
wall of the middle meatus. 

Rats are obligatory nose-breathers, 
and the anatomy and physiology of the 
respiratory tract and the biochemistry of 
the lung differ between rodents and 
humans. Because of these distinctions, 
laboratory animals and humans are 
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likely to have different deposition and 
exposure patterns for the various 
cigarette smoke components in the 
respiratory system. For example, 
rodents have extensive and complex 
nasal turbinates where significant 
particle deposition could occur, 
decreasing exposure to the lung. These 
anatomical and physiological 
differences, aside from the subchronic 
exposure, may partially account for 
absence of any lung tumors in the study 
by Coggins et al. 

The application of cigarette smoke 
condensate (CSC) to mouse skin is a 
widely employed assay for the 
evaluation of carcinogenic potential. 
CSC assays may not, however, reveal all 
of the carcinogenic activity of actual 
cigarette smoke, because these 
condensates lack most of the volatile 
and semi-volatile component* of whole 
smoke. Benign skin tumors and 
carcinomas were seen in Swiss-ICR 
mice exposed to cigarette tar from the 
sidestream smoke of nonfilter cigarettes 
suspended in acetone and applied to 
skin for 15 months fEx 4-327). In 
lifetime rat studies, intrapulmonary 
implants of mainstream smoke 
condensate in a lipid vehicle caused a 
dose-dependent increase in the 
incidence of lung carcinomas [Exs. 4- 
75. 4-289]. 

The poly aminos contained in tobacco 
smoke, spermidine, spermine, and their 
diamine precursor, putreseine, are 
believed to have an essential role in 
cellular proliferation and 
differentiation. Formation of putrescine 
from ornithine is catalyzed by ornithine 
decarboxylase (ODC), the rate-limiting 
enzyme in polyamine biosynthesis. A 
significant Increase in lung and trachea 
ornithine decarboxylase activity was 
observed by Olsen fEx. 4-2451 after an 
eight week exposure of male Sprague- 
Dawley rats to MS smoke. All dilutions 
of SS smoke exposure caused significant 
increase in trachea ODC activity but did 
not influence the lung ODC activity. 

Environmental tobacco smoke 
induced carcinogenicity is also 
supported by a case*control study of 
lung cancer in pet dogs (Ex. 4-259). The 
study compared the incidence of lung 
cancer in pet dogs exposed to their 
owners* smoking versus dogs whose 
owners did not smoke. Dogs have a very 
low natural incidence of lung cancer. 
Ther^ was an elevated risk of lung 
cancer (Relative Risk = 1.6) observed in 
pets with smoking owners. However, 
the analysis was statistically 
insignificant, perhaps in part due to 
small sample size. 


7. Genotoxicity 

Short-term mutagenicity tests have 
gained widespread acceptance as an 
initial step in the identification of 
potential carcinogens. Extensive use of 
these tests has come about because they 
are easy to perform and are inexpensive 
and also because of the reported high 
positive correlations between short-term 
mutagenicity tests and carcinogenicity. 

It has been reported that 90 percent of 
the carcinogens tested are mutagens and 
90 percent of the noncarcinogens are 
nonmutagens. 

Several short-term bioassays have 
been performed to evaluate the 
genotoxicity of cigarette smoke. While 
most of them have evaluated the effect 
of cigarette smoke condensate, some 
have attempted to evaluate either the 
gas phase or the whole smoke. 

The most commonly employed assay 
for mutagenic activity employs various 
strains of Salmonella typhimurium. 
Whole smoke as well as cigarette smoke 
condensate of tobacco have been shown 
to be mutagenic in Salmonella 
typhimurium strain TA1538 (Ex 4-2lj. 
Sidestream smoke was also found to be 
mutagenic in a system where the smoke 
was tested directly on the bacterial 
plates {Ex. 4-246). Sidestream smoke 
aijd extracts of ETS collected from 
indoor air (Exs. 4-202. 4-5,4-198,4— 
201, 4-203) also exhibited mutagenic 
activity in this bacterial strain. Claxton 
et al. {Ex 4-55) found that sidestream 
smoke accounted for approximately 
60% of the total S. typhimurium 
mutagenicity per cigarette, 40% from 
the sidestream smoke particulates and 
20% from the semi-volatiles. The highly 
volatile fraction, from either mainstream 
or sidestream smoke was not mutagenic. 

Condensates from both mainstream 
[Exs. 4—89, 4-193) and sidestream 
smoke (Ex 4-90] have also been 
reported to have mutagenic activity. 
Doolittle et aL (Ex 4-89] demonstrated 
the genotoxicity of the sidestream 
smoke from the Kentucky Reference 
cigarette (1R4F) by employing several 
different assays. In their study, 
sidestream smoke produced positive 
results in Salmonella typhimurium 
strains TA98. TA100, TA1537, and 
TA1538 in the presence of S9 mix from 
aroclor-induced rat liver but produced 
negative results in strain TA1535. They 
also showed that sidestream smoke 
produced positive results in the Chinese 
hamster ovary cells chromosomal 
aberration assay and in the Chinese 
hamster ovary cell sister-chromatid 
exchange assay both with and without 
metabolic activation. They 
demonstrated that the sidestream smoke 
was weakly positive in inducing DNA 


repair in cultured rat hepatocytes. 
However, sidestream smoke was 
nonmutagenic in the Chinese hamster 
ovary cell-HGPRT assay both with and 
without metabolic activation but it was 
found to be cytotoxic in this system. 

In their further studies, Doolittle et al. 
[Ex. 4-90] observed similar responses 
when they measured the genotoxic 
activity of mainstream cigarette smoke 
condensate (CSC) from Kentucky 
reference research cigarette (1R4F). As 
seen with sidestream smoke, CSC in this 
study was mutagenic in Salmonella 
typhimurium strain TA98, TA100, 
TA1537, and TA1538 in the presence of 
S9 mix but was negative in strain 
TA1535. CSC was also positive in the 
Chinese hamster ovary (CHO) cells- 
chromosomal aberration assay and in 
the CHO-sister-chromatid exchange 
assay both with and without metabolic 
activation. CSC was weakly positive in 
inducing DNA repair in cultured rat 
hepatocytes. However, again as seen 
with sidestream smoke, CSC was 
nonmutagenic in the CHO-HGPRT 
assay, with or without metabolic 
activation but was found to be cytotoxic 
in this system. The results from these 
two studies appear to indicate that 
sidestream smoke behaves very much 
like mainstream smoke in these assays. 

Mohtashamipur et aL [Ex 4-227J 
demonstrated significant mutagenic 
activity in the urine of rats exposed to 
sidestream smoke. In this study, 
cigarettes were machine smoked under 
standardized laboratory conditions and 
the sidestream smoke of two cigarettes 
was directed through metabolism cages 
containing rats. The urine of these rats 
was collected 24 hours prior to the SS 
exposure and 24 hours after the onset of 
the exposure. The individual urine 
samples of all (10) rats after exposure 
showed significantly higher activity for 
direct-acting mutagens (in strain 
TA1538) than the urine samples of the 
same rats before the exposure. 

The formation of DNA adducts is 
widely accepted as an initial step in the 
carcinogenesis process. The 
measurement of DNA adducts by the 
32 P-postlabeling assay has been used as 
a way to assess DNA damage following 
exposure to cigarette smoke. Lee et al. 
[Ex 4-194) exposed Sprague-Dawley 
rats to 0.1,1.0 and 10 mg total 
particulate matter/m 1 of aged and 
diluted sidestream smoke (ADSS) for 6 
hours per day for 14 consecutive days. 
They examined the DNA from lung, 
heart, larynx and liver after 7 and 14 
days of exposure and after 14 days of 
recovery. They also examined alveolar 
macrophages for chromosomal 
aberrations. Exposure related DNA 
adducts were found in the highest dose 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


2046395098 



15982 


Federal Register / Vol. 59, No. 65 / Tuesday, April 5, 1994 / Proposed Rules 


test. However, no elevation in 
chromosomal aberrations was observed 
in alveolar macrophages in this study. 
Similar results were also obtained when 
animals were exposed to the same three 
concentrations for up to 90 days. DNA 
adducts were seen in lung, heart and 
larynx DNA of the animals exposed to 
the highest concentration of ADSS [Ex. 
4-195], The adduct levels were highest 
after 90 days of exposure and were 
significantly reduced in all target tissues 
90 days after cessation of exposure. 
Again, chromosomal aberrations in 
alveolar macrophages were not elevated 
in any group after 90 days of exposure. 
The authors concluded that the 
concentration of DNA adducts formed 
in the lung tissue did not increase 
linearly as the ADSS concentration was 
increased from 1 to 10 mg. 

Several short-term tests have been 
performed in eukaryotic systems. A 
solution of the gas phase of mainstream 
cigarette smoke has been shown to 
induce reciprocal mitotic recombination 
in Saccharomyces cerevisiae D3 and 
petite mutants in an isolate of strain D3 
[Ex. 4-163]. Whole mainstream cigarette 
smoke induced mitotic gene conversion, 
reverse mutation, and reciprocal mitotic 
recombination in strain D7 of 
Saccharomyces cerevisiae [Ex. 4-113]. 
Transformation of mammalian cells was 
induced in several cell systems using 
the cigarette smoke condensate from 
mainstream cigarette smoke [Exs. 4-22, 
4-161, 4-188, 4-267, 4-268, 4-298]. 

Another in vitro assay that measures 
the number of sister-chromatid 
exchanges (SCEs) induced has been 
employed widely to determine the 
mutagenic activity of cigarette smoke. 
Valadand-Berrieu and Izard [Ex. 4-313) 
used a solution of the gas phase from 
cigarette mainstream smoke and showed 
that this solution induced a significant 
dose-related increase in sister-chromatid 
exchanges. Putman et al. [Ex. 4-257] 
have also demonstrated dose-dependent 
increases in sister chromatid exchange 
frequencies in bone-marrow cells of 
mice exposed to cigarette smoke for 2 
weeks. 

Review of the literature clearly 
demonstrates that MS smoke and ETS 
exposure causes cancer in humans. 
These results are supported not only by 
animal studies but also by studies that 
show SS smoke to be both genotoxic 
and clastogenic. 

8 . Conclusions 

The epidemiological and clinical 
studies, taken in aggregate, indicate that 
exposure to environmental tobacco 
smoke may produce mucous membrane 
irritation, pulmonary, cardiovascular, 
reproductive, and carcinogenic effects 


in nonsmokers. Exposure to ETS may 
aggravate existing pulmonasy or 
cardiovascular disease in nonsmokers. 
In addition, animal studies show that 
both mainstream and sidestream 
tobacco smoke produce similar adverse 
effects. 

D. Case Reports 

1 . Sick Building Syndrome and 
Building-Related Illness 

Many case reports of material 
impairment of health due to 
occupational exposure to poor IAQ have 
been reported to OSHA through 
submission to the indoor air quality 
docket [H-122]. These adverse health 
effects range from irritation effects to 
more severe, life-threatening building- 
related illnesses, such as Legionnaire’s 
disease, and cancer. 

Ford Motor Company responded in 
docket comment 3-447, that 
“[pjresently, at Ford, we investigate an 
average of two IAQ complaints per 
month which are predominantly 
classified as Sick Building Syndrome. 
We have seen Building-Related Illness, 
but these incidents have been rare and 
associated with specific contaminant 
episodes. The IAQ complaints we 
generally investigate are characterized 
by general malaise, headache, and flu¬ 
like symptoms that are said to disappear* 
when the occupants leave the 
building * * * Of the IAQ problems 
investigated, about 20 percent can be 
attributed to PTS [passive tobacco 
sraoke]/ETS. Upper respiratory irritation 
or eye irritation typically are associated 
with these complaints.” Similar types of 
health effects were reported to the 
agency in docket comments 3-1, 3-22, 
3-58, 3-142C, 3-367, 3^13, 3-529, 3- 
632, 3-634, 3-642, 3-659, and 3-698. 

One comment [Ex. 3-433 reported 
that “based upon approximately 30 LAQ 
investigations in a member company 
over the past two and one-half years, the 
following adverse health effects have 
been reported in office environments: 
eye, nose, and throat irritations; 
headaches, nausea, dizziness, fatigue; 
cough, shortness of breath, chest 
tightness. These so-called “sick building 
syndrome (SBS)” symptoms often 
disappear when the person leaves the 
building environment. These symptoms 
are usually subjective and non-specific, 
lacking a physician’s diagnosis of a 
definite illness.” Others have reported 
[Ex. 3-377] that “as air flow and 
ventilation are cut back, our workers are 
becoming sick. Many are exposed to 
contaminants or other harmful 
substances; and, without ventilation, 
these sources linger and cause nausea, 
skin irritations and other unhealthy 


symptoms of illness. In severe cases, 
these contaminants and bacteria have 
been known to contribute to upper 
respiratory infections.” Comment 3-570 
reported similar health effects due to 
poor indoor air quality. 

More serious health conditions have 
been reported ranging from severe 
asthma to central nervous systems 
disorders. For example, Comment 3-158 
responded that “I have developed a 
serious asthma condition due to indoor 
air quality problems. Besides, three of 
the remaining five employees at the 
branch office have been diagnosed with 
chronic fatigue syndrome. In 
conversations with various health care 
professionals, I have come to the 
conclusion that the diagnoses of chronic 
fatigue syndrome were actually sick 
building syndrome. Of the six 
employees at the branch office, four of 
the six are n^derate to heavy smokers. 
This does not take into consideration 
the other factors that could be causing 
poor indoor air quality problems in the 
office.” 

Comment 3-631 was a collection of 
reports from the workers in one building 
that illustrate the poor conditions of a 
building that can lead to serious health 
effects in workers. Health problems 
experienced by workers in this building 
included chronic sinus infections; 
headaches; fatigue; eye, nose and throat 
irritations; difficulty breathing and 
congestion; allergies; and asthma. These 
health problems seem to clear up when 
the workers were out of the building 
over a weekend or a vacation. 

The physical condition of this 
building was obviously in disrepair 
since the commenters reported pails of 
stagnant water, collected from leaks in 
the roof, were left in hallways. Water in 
”[t]hese pails ha[dl overflowed and run 
down the stairs. What [wa]s left in the 
pails evaporate[d] leaving a gross 
residue of who knows what.” The water 
leaks from the roof caused mold 
infestation and water damage. Water 
logged insulation hung in the ceiling out 
in a hallway. There was an obvious lack 
of routine, sufficient cleaning. Dust and 
particulate matter were visible in the 
air. The bathrooms were dirty. Smells of 
sewer gas, mold, and diesel and other 
vehicular fumes permeated the office 
space. Ventilation problems were 
evident since paint or varnish fumes 
lingered whenever part of the inside 
physical structure of the building was 
painted. Tar fumes were evident from 
constant patching of the leaky roof. 
Insect infestation of the building was 
evident. Pesticide fumes lingered 
whenever the building was spray[ed] for 
roaches and steam bugs. Workers 
sighted cockroaches, silverfish, and 


4 
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steam bugs near the coffee shop and on 
back stairs. The comment continued 
that “a sink faucet in the lunch room 
has been leaking for years and water 
runs on the counter under the toaster 
and microwave. The water heater had 
leaked for about 2 months before it was 
fixed. At that time the carpet was 
soaked and water was running under 
the wall into a supervisor’s office. There 
is a moldy odor from this carpet and the 
floor below/' 

Cancer has also been reported to be 
associated with poor indoor air quality. 
A courthouse in San Diego, California 
[Ex. 3-55], “is notorious for poor air 
quality and employee respiratory illness 
and cancer.” It was reported to OSHA 
that many long-term employees have 
cancer (stomach and lung cancer), 
terminal lung disease, chronic ear and 
throat infections, and bronchial 
problems" [Exs. 3-585, 3-635, 3-637, 
3-68). 

Comment 3-630 from a union 
reported that ”[a]fter surveying 
thousands of workers across the 
country, SEIU compiled actual survey 
responses that list adverse health effects 
caused by indoor air pollution. These 
include headaches, nose congestion or 
irritation, throat irritation, dry cough, 
dry or itchy skin, dizziness, nausea, 
lethargy or fatigue, colds, asthma/ 
wheezing, chest tightness, runny nose/ 
post nasal drip, eye or contact lens 
irritation, respiratory difficulties. In 
addition. EPA estimates that pollutants 
found in indoor air are responsible for 
2.500 to 6.500 cancer deaths each year” 
[refer to Ex. 3-630L). 

These concerns are not just relevant to 
office workers but also to maintenance 
and other nonindustrial workers that 
work in indoor environments. For 
example, comment 3-347 responded 
that ”[i]n our closed, indoor work 
environments, air quality is a very real 
health and safety concern to 
professional painters. I have seen 
firsthand otherwise healthy men and 
women pass out or get violently ill as a 
result of being exposed to indoor air 
contaminants.” Comment 3-412 
responded ‘‘[olur locals have 
encountered air-pollution problems 
ranging from ink mist and photocopier 
emissions to asbestos and microbial 
disease. The level of toxic chemical 
contaminants is often alarmingly high in 
our darkrooms, and carbon-monoxide 
emissions from trucks at newspaper 
loading docks frequently penetrate the 
ventilation system. In 1985 microbial 
contamination from a water tower 
infected six New York Times employees 
with Legionnaires’ Disease and 34 
others with less serious respiratory 
infections.” 


Operation engineers are also affected 
by poor indoor air quality. Comment 3- 
452 responded that ”[t]his is 
particularly important for the operation 
engineers who appear healthy and then 
suffer from respiratory problems, much 
like allergic reactions, after working in 
a building with poor ventilation.” 

2. Environmental Tobacco Smoke 

Many case reports of severe material 
impairment of health due to 
occupational exposure to ETS have been 
reported to OSHA through submission 
to the indoor air quality docket [H-122]. 
Information contained in these 
comments indicate that adverse health 
effects in workers due to environmental 
tobacco smoke exposure while at work 
range from mucous membrane irritation 
(eye, nose, and throat effects) to more 
severe, life-threatening conditions, such 
as status asthma, other chronic lung 
diseases and heart diseases. For 
example, comment 3-309 responded 
[Regarding ETS exposure in a cafeteria], 
“By the time I have finished lunch my 
eyes are tearing, my nose is plugged, 
and I have a headache” as well as 
comment 3-315,”1 had fewer headaches 
and fewer respiratory ailments; my 
chronic sore throat disappeared [after a 
company-wide no smoking policy was 
implemented]”. Comment 3-22 
responded ”[m]y patients find it hard to 
obtain smoke free workplaces. I have 
seen patients who have suffered status 
asthma from workplace smoking, 
patients who have had to quit their jobs 
because of ETS in the workplace. 
Recently, one of my never smoking 
patients sustained vocal cord lesions 
seen almost entirely in smokers.” 
Comment 3-104 continued that 
**[p]assive tobacco smoke (PTS) is the 
principal indoor air contaminant in my 
office building in Rockefeller Center. 
While smoking is limited to ‘private 
offices*, the smoke flows freely from 
these private offices throughout the 
entire general office areas since the 
smokers will not keep their doors 
closed, and even when they do, they 
Jbave to come out sometime. And, as 
soori as the door is opened, the dense 
smoke accumulation within the office is 
diffused to all adjacent work areas. 
Because office buildings have closed 
ventilation systems, only a ‘smoke free* 
office policy can be effective. Half 
measures only cause further stress, 
frustration and irritation to both 
smokers and nonsmokers.” Comment 3- 
289 responded that “I have been 
exposed to asbestos culminating in my 
getting asbestosis (plural plaque) of the 
lungs. The combination of asbestos 
exposure plus second-hand smoke from 


my smoking co-workers has posed and 
is currently posing a health risk to me.*’ 

III. Exposure 

Contaminants which contribute to 
poor indoor air quality can be attributed 
to both outside air and inside air. 
Outside air contaminants can be 
introduced into a building through the 
ventilation intakes, doors, building 
envelope, and windows. Outside air 
contaminants include vehicular 
exhausts, industrial emissions, 
microbiologicais, and pollen. Inside air 
contaminants are emitted from building 
materials and furnishings, appliances, 
office equipment and supplies, 
biological organisms, and of course, 
pollutants introduced by the building 
occupants themselves. Inside air 
contaminants include tobacco smoke, 
volatile organic compounds, 
combustion gases such as carbon 
monoxide, and occupant-generated 
bioeffluents. The concentration of these 
contaminants in buildings can increase 
if ventilation systems are inadequately 
designed, maintained and operated or if 
strong local contaminant sources are not 
controlled. 

A. Sources of Indoor Air Contaminants 
A wnde variety of substances are 
emitted by building construction 
materials and interior furnishings, 
appliances, office equipment, and 
supplies, human activities, and 
biological agents. For example, 
formaldehyde is emitted from various 
wood products, including particle 
board, plywood, pressed-w r ood, 
paneling, some carpeting and backing, 
some furniture and dyed materials, 
urea-formaldehyde insulating foam, 
some cleaners and deodorizers, and 
from press textiles. Volatile organic 
compounds. Including alkanes, aromatic 
hydrocarbons, esters, alcohols, 
aldehydes, and ketones are emitted from 
solvents and cleaning compounds, 
paints, glues, caulks, and resins, spray 
propellants, fabric softeners and 
deodorizers, unvented combustion 
sources, dry-cleaning fluids, arts and 
crafts, some fabrics and furnishings, 
stored gasoline, cooking, building and 
roofing materials, waxes and polishing 
compounds, pens and markers, binders 
and plasticizers. Pesticides also contain 
a variety of toxic organic compounds. 

Building materials are point sources 
of emissions that include a variety of 
VOCs (Table ID-1). Some of these 
materials have been linked to indoor air 
quality problems. The probability of a 
source emitting contaminants is related 
to the age of the material. The newer the 
material, the higher the potential for 
emitting contaminants. These materials 
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include adhesives, carpeting, caulks, 
glazing compounds, and paints [Ex. 4- 
33]. These materials, as well as 
furnishings can act as a sponge or sink 
in which VOCs are absorbed and then 
re-emitted later. 

Appliances, office equipment, and 
supplies can emit VOCs and also 
particulates [Ex. 4-33]. Table m-2 lists 
the many contaminants that can be 
emitted from these point sources. There 
is an indirect relationship between the 
age of the point source and the potential 
rate of contaminant emission [Ex. 4-33). 


Table 1(1—1.—Emissions From Bidd¬ 
ing Materials or Interior Fur¬ 
nishings 


Matenal 

Typical pollutants 
emitted 

Adhesives ... 

Afcohoia. 

Amines. 


Benzene. 

Decane. 

Dime thy benzene. 
Formaldehyde. 

Terpen es. 

Toluene. 

Xylenes. 

Caulking Compounds 

Alcohols. 

Alkanes. 

Amines. 

Benzene. 
Diethylbenzene. 
Formaldehyde. 
Methylethy Iketone. 
Xylenes. 

Carpeting .—... 

Alcohols. 

Formaldehyde. 

4-Methylethy k ben- 

* 

zene. 

4-P heny teyclohexene. 
Styrene. 

Ceiling Tiles. 

formaldehyde. 

Clipboaro/ParticlG 

Alcohols. 

Board. 

Alkanes. 

Amines. 

Benzene. 

3-Carene. 
Formaldehyde. 
Terpene s. 


Toluene. 

Floor and Wail Cover¬ 

Acetates. 

ings. 

9 

Alcohols. 

Alkanes. 

Amines. 

Benzenes. 

Formaldehyde. 

Methyl styrene. 
Xylenes. 

Paints, Stains & Var¬ 

Acetates. 

nishes. 

Acrylates. 

Alcohols. 

Alkanes. 

Amines. 

Benzenes. 

Formaldehyde. 

Umonene. 

Polyurethane. 

Toluene. 


Table III—2.—Emissions From Appli¬ 
ances, Office Equipment and 
Supplies t 


Appliances 


Carbonless Copy 
Paper. 


Computers/Video Dis¬ 
play Terminals. 


Computer/Video Dis¬ 
play Terminals, 


Duplicating Machines 


Electrophotographic 
Printers, Photo¬ 
copters & Related 
Supplies. 


Microfiche DeveF 
opers/Btueprint Ma¬ 
chines. 


Carbon Monoxide. 
Nitrogen Dioxide. 
Sulfur Dioxide. 

Poly aromatic hydro¬ 
carbons. 
Chlorobrphenyt. 
Cyclohexane. 
Dibutylphthalate. 
Formaldehyde. 
n-BirtanoI. 

2-Butanole. 

2-ButoxyethanoL 

Butyf-2-Methyipropyl 

phthalate. 

Caprolactam, 

Cresol 

Diisooctyl phthalate. 
Dodecamethyl 
cyciosifoxane. 

2- Ethoxyethyl ace¬ 
tate. 

Ethytbenzene. 
Hexanedioic acid. 

3- Methytene-2- 
pentanone. 

Ozone. 

Phenol, 

Phosphoric Acid 
Toluene. 

Xylene. 

Ethanol. 

MeihancH. 

t. 1,1 -Thchloroetha ne. 
TnchJof oethytene. 
Ammonia. 
Benzaktehyde. 
Benzene. 

Butyl methacrylate. 

Carbon black. 

Cyclotnsiloxane. 

Ethylbenzene. 

IscpropanoL 

Methylmethacrylate. 

NonanaL 

Ozone. 

Styrene. 

Terpene. 

Toluene. 

1,1,1-Tnchloroethane. 

Trichloroethylene. 

Xylenes. 

Zinc stearate com¬ 
bustion Products. 
Ammonia- 


Table i ll-2 .—Emissions From Appli¬ 
ances, Office Equipment and 
Supplies ’—Continued 


Preprinted Paper 

Acetaldehyde. 

Forms. 

Acetic Acid- 
Acetone. 

Acrolein, 

Benzaldehyde. 

Butanal. 

1.5- 


Dimethylcyciopent- 

ene. 

2-Ethyl furaa 

Heptane. 

Hexamethyt 

cyck>sik>xane. 

Hexanal. 

4-Hydroxy-4-methy1 

pentanone. 

Isopropanol. 

Paper dust 

Propionaktehyde. 

1.1,1-Trichloroethane. 

Typewriter Correc¬ 

Acetone. 

tions Fluid 

1.1.1 -Trichloroethane. 


1 Source: [Ex. 4-33] 


Emissions from equipment, such as 
computers, will decrease over time 
compared to emissions from equipment 
that continually use chemicals. 
Emissions from such equipment (e.g., 
laser printers) that use chemicals 
continually, will obtain a steady state 
concentration dependent upon the 
chemicals used and frequency of 
equipment use, 

B, Microbial Contamination 

Three conditions must exist in 
buildings before microbial 
contamination can occur: high humidity 
(over 60%), appropriate temperatures 
(varies according to microbe), and 
appropriate growth media [Exs. 3-61, 4— 
33], These conditions are found in 
heating, ventilating, and air 
conditioning (HVAC) systems. HVAC 
systems provide multiple sites for 
microbes to grow (reservoir) and also 
the means to disperse the microbes 
throughout the ventilated space. These 
reservoirs of microbial growth, if 
allowed to proliferate unchecked, can 
lead to indoor air quality problems once 
the microbes or microbe-related 
products, such as endotoxins, are 
dispersed. 

Building materials that have been 
soaked with water, such as fiberglass 
insulation in air handlers, furnishings 
and fabrics, ceiling tiles, and carpeting 
are excellent media for microbial 
growth. Biological organisms, including 
fungal spores, bacteria, viruses, pollens, 
and protozoa derived from mold growth 
have been identified in humidifiers with 
stagnant water, water damaged surfaces 
and materials, condensing coils and 
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drip-pans in HVAC systems, drainage 
pans in refrigerators, dirty heating coils, 
and are also associated with mammals, 
arthopods and insects. Table III—3 gives 


examples of biologicals found in indoor 
environments. 

Various allergens have been 
associated with the development of 
allergic rhinitis, asthma, or airway 


hyperresponsiveness (Table III— 3) [Ex. 
4—33). Many of these allergens are 
common to the nonindustrial work 
environment These include chemical 
volatiles and dusts, arthropods, and 
dusts, particulates & fibers. 


Table ill—3 .—Examples of Biologicals Found in Indoor Environments ’ 


Class 


Arthopods and Insects 
Microbes: 

Algae . 

Bacteria. 

Fungi . 

Protozoa. 

Viruses . 

Pets . 

Plants. 


1 Adapted from Ex. 4-33. 


Agent or component 


Origin 


Whole o jancsm. body parts, feces 


Furnishings, building materials, food. 



Whole organism, ceUtriar components ...... 

Whole organism, spores and 'celt wails, 
endotoxin. 

Whole organism spores and hyphae tox¬ 
ins and voiatHes. 

Whole organism cellular components. 

Whole organism .. 

Skin, scales danders, wine, saliva, feces 


Outdoor air, HVAC (rare). 

Stagnant water, floods, cooling towers, in¬ 
dustrial processes. 

Moist surfaces, HVAC system, bird drop¬ 
pings, outdoor air. 

Water reservoirs, pets (rare). 

Humans and pets (rare). 

Pets, pet fitter, pet cages, pel toys, pet 
bedding. 


Stems, leaves and pollens_ 


Outdoor and indoor air. 


Table ill-4 .—Indoor Air Allergens Associated With Asthmai 


Class 

Typical examples 

Animal: 

Avian.... 

High and low molecular weight proteins from feathers and droppings. 

High and low molecular weight proteins from dander, saliva, and feces. 

Structural proteins, cartx; hydrates and metabolites. 

Pollens, kjogi, danders and mites. 

Chromium, cobalt, nickel, platinum, and vanadium. 

Castor bean, coffee, cotton, flour, and grain. 

Oak, mahogany, redwood, red cedar. 

Acrylates, amines, anhydrides, colophony, enzymes, epoxy resins, freon, furfuryl alcohol, res¬ 
ins, isocyanates, latex, organophosphates, polyvinyl chloride, vegetable gums. 

Bacillus spp. 

Altemaria spp., Aspergillus spp., Botrytis spp., Cladosporium spp., PenicWium spp., Puiluiaria 
spp. 

Agrostis spp., Abpecvrus spp., Anthoxanthum spp. Cynosurus spp., Dactylis spp-, Holcus 
spp., LoGum spp., Secaie spp. 

Canine and Feline . 

Arthropods: 

Mrtes, Cockroaches, Crickets and Moths .... ; 
Dusts. Particulates and Fibers: 

Household . 

Metal ...... 

Plant ........ 

Wood ... 

Chemtcal Volatiles and Dusts . 

Microbes and Mcrofcxai Products: 

Bactena ............ 

Fung* ...... 

Pollens . 

* Source: Ex. 4413. 


Exposures that cause hypersensitivity 
reactions include microorganisms, 
fumes, vapors, and dusts (Table 111-5). 
These exposures are associated w ith the 
development of hypersensitivity 
pneumonitis or a less serious variant, 
humidifier fever [Ex. 4-33]. Many of 
these contaminants are found in the 
nonindustrial workplace. Birds and 
rodents are common pests. Air intakes 
can be contaminated with bird 
droppings and other avian-associated 


problems when used as nesting sites. 
These problems can affect the quality of 
the air being brought into the ventilation 
system through these air intakes. Rodent 
infestations affect work areas directly. 
Many of the chemicals listed in Table 
III—5 are commonly found in most 
workplaces. 

In summary, exposure to 
contaminants in nonindustrial 
workplaces will vary according to the 
characteristics of the building. These 


include its age, types of materials used 
in construction and the type of 
equipment and supplies that are used by 
building occupants. The design, 
maintenance, and operation of the 
building’s HVAC system as well as the 
general housekeeping of the building, 
can greatly influence the levels of 
contaminants that exist 
OSHA requests data on the levels of 
these contaminants in nonindustrial 
workplaces. 


Table IH—5.—Indoor Air Contaminants Associated With Hypersensitivity Pneumonitis i 


Animals: 
Avian ... 
Rodent 
Arthropods. 
Weevils 


Class 


Typical examples 

High and low molecular weight proteins from feathers and droppings. 
Low molecular weight proteins from urine and feces. 

Sitophilus spp. 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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Table III—5.—Indoor Air Contaminants Associated With Hypersensitivity Pneumonitis 1 —Continued 


Class 

Typical examples 

Mites... 

Ascaris spp. 

Amines, anhydrides, epoxy resins vegetable gums, and isocyanates. 

Thermoactinomycetes spp., Badttus spp. 

Aspergillus spp., Auerobasillium spp., Cephalosporium spp., Penicillium spp. 

Bark, Sawdust and Pollen. 

Arthropod- and mfcrobialty-contaminated grains and flours. 

Dust residues from carpet cleaning agents. 

Altered Host Proteins or Chemical Hapten-Car-* 
rier Conjugates. 

Microbes: 

Bacteria . 

Fungi... 

Organic Dusts & Particulates: 

Wood... 

Grain..... 

Cleaning Products... 


1 Source: Ex. 4-33. 


C. Exposure Studies 

1 . Low-level Contaminants 

Experimental studies have 
demonstrated that exposure of 
susceptible people to low level mixtures 
of VOCs have induced mucous 
membrane irritation and pulmonary 
effects. Some of these studies are 
discussed below. 

The potential of indoor air 
contamination to produce adverse 
effects in humans was demonstrated by 
Molhave et ah in Denmark (Ex. 4-20). 
These researchers studied 62 subjects 
suffering from ‘'indoor climate 
symptoms’*. These subjects reported 
primarily eye and upper respiratory 
tract irritation, but were otherwise 
healthy individuals that did not suffer 
from asthma, alleigy, or bronchitis. The 
subjects were exposed to a mixture of 
VOCs in concentrations of 0, 5, or 25 
mg/m 3 . These concentrations 
respectively represented “clean” air, 
average polluted air, and the maximum 
polluted air in Danish households. After 
exposure, a Digit Span test was 
administered. The study found 
significant declines in performance on 
this test; demonstrating that low-level 
exposures to volatile organic 
compounds had an adverse effect on the 
ability to concentrate [Ex. 4-20]. 

Otto et al. [Ex. 4-248), repeating the 
Molhave et al. (1984) experiment, 
studied 66 healthy subjects with no 
history of eye and upper respiratory 
tract irritation. These subjects were 
exposed at 0 and 25 mg/m 3 VOC- 
contaminated air. Otto et al. reported 
that while subjects found the odor of 
chemicals unpleasant, to degrade indoor 
air quality, to increase headache, and 
produce general discomfort, VOC 
exposure for 2.75 hours duration did not 
affect performance on any behavioral 
tests. These results imply that persons 
who experience symptoms of SBS may 
have a lower threshold for certain health 
effects compared to nonreactive people. 
This suggests that those with 
compromised immune response (e.g. 


allergy sufferers) may be at elevated risk 
of SBS. 

Ahlstrom, et al. [Ex. 4-2] found that 
synergistic effects may occur when one 
strong indoor irritant interacts with 
other indoor contaminants present at 
low-level concentrations. Alilstrom et 
al. found that there was almost a 4-fold 
increase in the perceived odor strength 
of formaldehyde at low concentration 
(0.08 ppm) when mixed with 100% 
indoor air from a building where SBS 
was reported, relative to 10% indoor air 
from the same building. 

The Report of the Canadian 
Interministerial Committee on Indoor 
Air Quality [Ex. 4-264] adopts the 
World Health Organization’s definition 
of health: “Health refers to a state of 
complete physical, mental, and social 
well being, and not just the absence of 
disease or infirmity.” This definition 
was adopted to allow the setting of 
indoor air quality guidelines based on 
“comfort” as well as “health”. The 
report observes that the symptoms of 
SBS are sufficiently general or 
subjective that they may be indicative of 
several other medical conditions. 
Therefore, perhaps the best indicator 
that workplace exposure may play a role 
in the symptoms reported by an 
individual is the observation that 
symptoms worsen during the work day, 
and disappear shortly after leaving 
work. They state that because there is a 
wide variation in individual 
susceptibility, based on genetics, age, 
medication, previous exposure to 
pollutants, gender, and state of health, 
especially those with allergies, that 
certain individuals may be more 
sensitive to SBS than others. 

2 . Bioaerosols 

The levels of bioaerosols in the indoor 
environment should reflect those found 
in the outdoor environment. A rank 
order assessment, comparing the 
abundance of microorganisms in the 
outdoor versus indoor environment is 
one way of assessing this relationship 
[Exs. 3-^61, 4-229]. If indoor and 


outdoor sampling results are not 
comparable, then it is possible that a 
reservoir of a particular microbe may be 
amplifying in the indoor environment; 
especially if moisture and a nutrient- 
rich substrate are available [Ex. 4-229]. 
An example of this would be Legionella . 
Commonly found in the outdoor 
environment, the bacteria are as 
expected, commonly found in untreated 
potable and nonpotable water. 

Situations can occur that allow these 
reservoirs to amplify not only in potable 
water and hot water service systems but 
also water used in cooling towers and 
evaporative condensers [Ex. 4—229]. 
Infection occurs if the bacteria are 
disseminated, either through the HVAC 
system or potable water system (e.g., 
showers) to the breathing zone of a 
susceptible person. A healthy 
individual may develop the less severe 
Pontiac Fever. An individual that 
smokes or is older may develop the 
more serious pneumonia [Exs. 4-33, 4- 
2291. 

3. Environmental Tobacco Smoke 

The burning of tobacco in enclosed 
workplaces releases an aerosol 
containing a large variety of solid, 
liquid, and gas phase chemical 
compounds. Generation of tobacco 
smoke is governed by the source 
emission characteristics of smokers and 
their tobacco products, whereas removal 
is primarily determined by the rate of 
replacement of building air by outside 
air, with re-emission of surface-sorbed 
compounds playing a minor role. 
Natural and mechanical ventilation 
systems are designed primarily to limit 
the accumulation of the products of 
human respiratory metabolism, and 
secondarily to limit odor; not to control 
the byproducts of biomass combustion. 
Thus, smoking indoors creates air 
pollution which is not adequately 
abated by customary ventilation 
systems. 

Exposure to tobacco smoke primari! 
occurs through the inhalation route. 
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Such an exposure can be measured by 
the determination of the absorption, 
distribution, metabolism and excretion 
of tobacco smoke constituents and/or 
their metabolites. However, relatively 
few of these individual constituents 
have been identified and characterized. 
Also, measurement of all components in 
tobacco smoke is not feasible. Therefore, 
it becomes necessary to identify a 
marker which, when measured, will 
accurately represent the frequency, 
duration and magnitude of the exposure 
to environmental tobacco smoke. 

This discussion reviews available data 
for the purposes of assessing exposure 
to ETS in the workplace. Nonsmokers 


are exposed to mainstream smoke after 
it has been exhaled by smokers, and to 
diluted sidestream smoke. Issues 
covered include activity patterns 
affecting the duration'of nonsmokers’ 
exposures, the concentrations ofETS in 
buildings, the comparison of ETS 
components in indoor workplaces, 
levels of biomarkers in workers, and the 
inadequacy of general dilution 
ventilation to address ETS exposure 
control. This discussion will indicate 
not only that exposure occurs, but that 
nonsmokers absorb ETS components. 

(a) Chemistry . Pipe, cigar, and 
cigarette smoke all contribute to 
environmental tobacco smoke (ETS) but 


cigarette smoke is of principal interest 
because it is by far the most common. 
Tables ill-6 and HI-7 list some of the 
known constituents of tobacco smoke. 

The combustion of tobacco loads to 
the formation of mainstream smoke 
(MS) and sidestream smoke (SS). MS is 
generated during puff-drawing in the 
burning cone and hot zones; it travels 
through the tobacco column and is 
inhaled by the smoker. The smoke 
which is exhaled by the smoker, while 
different from the inhaled smoke, is also 
considered “mainstream/* SS is formed 
in between puff-drawing and is emitted 
directly from the smoldering tobacco 
product into the ambient air. 


Table Vapor Phase Constituents of Tobacco Smoke and Related Health Effects 


Constituent 


Cartxxi monoxide.-.-........... 

Cart»n dioxide ....„.. 

Cartxsnyl sulfide ----- 

Benzene . 

Toluene ... 

Formaldehyde . 

Acrolein ..... 

Acetone ....... 

Pyridine .-... 

3-methylpyridine ........ 

3-vinylpyrkfine ........... 

Hydrogen cyanide —.... 


Hydrazine . 

Ammonia . 

Methylamine- 

Dimethylamine —.. 

Nitrogen oxides- 

N-nitrosodimenthylamine 

N-nitrodiethylamine . 

N-nitrosopyrrofidine . 

Formic acid ... 

Acetic acid_ 

Methyl chloride ..* 

1.3-butadieoe .. 



Amount in MS 

Ratio in SS/MS 

10-23 mg_i 

24>—4.7 

20-40 mg.. 

8-11 

12-42 pg- 

<1.03-0.13 

12-48 pg. 

5-10 

100-200 pg. 

S.6-8.3 

70-100 pg. 

0.1—50 

80-100 pg- 

8-15 

100-250 pg. 

2-5 

16-40 pg -- 

6.5-20 

12-36 pg- 

3-13 

11-30 ng_ 

20-40 

400-500 pg. 

0.1-0.25 

32 ng.-. 

1 3 

50-130 pg. 

3.7-5.1 

11.5-28,7 pg_ 

4.2-6.4 

7.8-10 pg- 

3.7-5.1 

100-600 pg .. 

4-10 

10-40 ng_ 

20-100 

NO-25 ng .. 

<40 

6-30 ng.. 

6-30 

210-490 pg. 

1.4-1.6 

330-810 pg . 

1.9-3.6 

150-60 ng _ 

1.7-3.3 

69.2 |ig- 

3-6 


Health effects 


Ne/vous system, cardiovascular system.* 
Nervous system, cardk)vascutar system.* 
Irritant, cardiovascular, and nervous sys¬ 
tems.* 

Known human 3 carcinogen. 

Irritant, nen/ous system.* 

Probable human carcinogens 
Irritant, pulmonary.* 

Irritant* 

Irritant, nervous system, fiver, kidney/ 

Irritant 2 

Irritant 2 

Irritant, nervous, cardiovascular and pul¬ 
monary system.* 

Probable human carcinogen. 2 
Initant/ 

Irritant* 

Irritant*. 

Pulmonary and cardiovascular system.* 
Probable human carcinogen. 2 
Probable human carcinogen. 2 
Probable human carcinogen. 3 
Irritant, skm, kidney, fiver*. 

Irritant/ 

Nervous system.* 

Probable human carcinogen. 2 _ 


* NIOSH Pocket Guide to Chemical Hazards. U.S. Department of Health and Human Services. Public Health Services, 1990. Ex. 4-238. 
2 Hazards in the Chemical Laboratory. Ed: L Bretherick, The Royal Society of Chemistry, 1986. [Ex. 4-137] 

2 EPA: Respiratory Health Effects of Passive Smoking: Lung Cancer and Other Disorders, 1992. [Ex. 4-311} 


Table III—7.—Particulate Phase Constituents of Tobacco Smoke and related Health Effects 


Constituent 


Particulate matter contains <fi- and polycyclic aromatic hy¬ 
drocarbon. 

Nicotine . 

Anatabine .... 

Phenol..... 

Catechol —........ 

Hydroquinone ............ 

Aniline........... 

2-TolukSne........ 

2-Naphthytamine ..... 

4-Aminobiphenyf ... 

Benz[a)anthracene _______ 

Benzo(a]pyrene...... 

Cholesterol____ 

r-butyrolactone____— 

Quinofine ........ 

Harman [l-methyf-gH-pyridop^-bl-indole. 

N-nitrosooomicotme ... 


Amount in MS 


Ratio in SS/MS 


Health effects 


15-40 mg .. 


1.3-1.9 


1-2.5 mg. 

2.0-3.3 

2-20 pg- 

<0.01-0.5 

60-140 pg -. 

1.6-3.0 

100-360 pg- 

0.6-0.9 

110-300 pg -. 

0.7-0.9 

360 ng. 

30 

160 ng.... 

19 

1.7 ng. 

30 

4.6 . 

31 

20-70 ng.. 

2-4 

20-40 ng- 

25- 3.5 

22 pg- 

0.9 

10-22 pg- 

3.e-6.0 

0.5-2 pg 

3-11 

1.7-3.1 |ig- 

0.7-1.7 

200-3000 ng. 

0.5-3 


Animal carcinogen. 4 

Nervous and cardiovascular system/ 

N/A.5 

Irritant* 

Irritant 3 

N/A.5 

Probable human carcinogen. 4 
Irritant cardiovascular system/ 
Known human carcinogen 4 
Known human carcinogen 4 
Animal carcinogen 4 
Probable human carcinogen. 4 
N/A.6 

Animal carcinogen. 4 
Irritant 2 

N/A.5 

Animal carcinogen 4 


o 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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Table 111-7.—Particulate Phase constituents of tobacco Smoke and Related Health Effects—C ontinued 


Constituent 

Amount in MS 

Ratio in SS/MS 

Health effects 

NNK [4-(N-methyl-N-nitrosamino)-1-(3-pyridyl)-1-butanone] .. 

109-1000 ng. 

1^1 

N/A.s 

N-nitrosodiethano!aminfi . 

20-70 ng. 

1 2 

Probable human carcinogen. 4 

Cadmium. 

110 ng. 

7.2 

Probable human carcinogen. 4 

Mirtkpl . 

20-80~ng. 

13-30 

Known human carcinogen. 4 


60 ng. 

6.7 

Irritant, nausea, vomiting.* 

Polonium-? 10 .....*..... 

0.04-0.1 pCi . 

1.04.0 

Known human carcinogen 4 

Benzoic arid T .*. 

14-28 jig. 

0.67-0.95 

Irritant. 

1 ar.tic acid ... 

63-174 jig. 

0.5-0.7 

Irritant. 3 

filur/ilir ar.id . 

37-126 jig. 

0.60.95 

Irritant * 

Rnrrinir acid .:... 

110-140 pg. 

0.43-0.62 

N/A.s 

PCDD’s and PCDF’ss... 

i pg. 

2 

N/A.s 


1 NIOSH Pocket Guide to Chemical Hazards. U.S. Department of Health and Human Services. Public Heaith Services, 1990. Ex. 4-238. 

2 The Merck Index, 10th Edition, Merck & Co., Inc., 1983. Ex. 4-220. 

3 Hazards in the Chemical Laboratory. Ed: L. Bretherick, The Royal Society of Chemistry, 1986. [Ex. 4-137] 

4 EPA: Respiratory Heaith Effects of Passive Smoking: Lung Cancer and Other Disorders, 1992. [Ex. 4-311] 
s N7A—Relevant information not available. 

e PCDDs—Polychlorinated dibenzo-p-dioxins; PCDFs—Polychlorinated dibenzofurans. 


MS and SS cigarette smoke are 
chemically and physically complex 
mixtures consisting of electrically 
charged submicron liquid particles at 
very high concentration consisting of 
permanent gases, reactive gases, and a 
large variety of organic chemicals. The 
composition of the smoke and 
especially the total quantities of 
individual constituents delivered are 
dependent on the conditions of smoke 
generation [Ex. 4—311). 

Nicotine, while found in the 
particulate phase in MS. is found 
predominantly in the gas phase in ETS 
[Ex. 4-100]. The differences in size 
distribution for MS and SS particles, as 
well as the different breathing patterns 
of smokers and nonsmokers, affect 
deposition of the produced particle 
contaminants in various regions of the 
respiratory tract. 

There are substantial similarities and 
some differences between MS and SS 
emissions from cigarettes [Exs. 3-689D, 
4-129, 4-239]. Differences in MS and 
SS emissions are due to differences in 
the temperature of the combustion of 
tobacco, pH, and degree of dilution with 
the air, which is accompanied by a 
correspondingly rapid decrease in 
temperature. SS is generated at a lower 
temperature (approximately 600°C 
between puffs versus 800 to 900°C for 
MS during puffs) and at a higher pH 
(6.7—7.5 versus 6.0-6.7) than MS. Being 
slightly more alkaline, SS contains more 
ammonia, is depleted of acids, contains 
greater quantities of organic bases, and 
contains less hydrogen cyanide than 
MS. Differences in MS and SS are also 
ascribable to differences in the oxygen 
concentration (16% in MS versus 2% in 
SS). SS contaminants are generated in a 
more reducing environment than those 
in MS, which will affect the distribution 
of some compounds. Nitrosamines, for 


example, are present in greater 
concentrations in SS than in MS. 

Many of the compounds found in MS, 
which were identified as human 
carcinogens, are also found in SS 
emissions [Exs. 3-689D, 4-93, 4—129, 4— 
239, 4-269] and at emission rates 
considerably higher than for MS. SS 
contains ten times more polycyclic 
aromatic hydrocarbons, aza-arenes and 
amines as compared with MS [Ex. 4— 
126]. All of the five known carcinogens, 
nine probable human carcinogens, and 
three animal carcinogens are emitted at 
higher levels in SS than in MS, several 
by an order of magnitude or more. 
Several toxic compounds found in MS 
are also found in SS (carbon monoxide, 
ammonia, nitrogen oxides, nicotine, 
acrolein, acetone, etc.), in some cases by 
an order of magnitude or higher (Tables 
HI-6 and HI-7). 

SS emissions, quantitatively, show 
little variability as a function of a 
number of variables (puff volume, filter 
versus nonfilter cigarette, and filter 
ventilation (Exs. 4-1,4-34, 4-54, 4-128, 
4-129. 4-141]. The lack of substantial 
variability in SS emissions is related to 
the fact that they are primarily related 
to the weight of tobacco and paper 
consumed during the smoldering 
period, with little influence exerted by 
cigarette design [Ex. 4-129]. 

(b) Human Activity Pattern Studies 
Used to Assess Workplace Exposure. 
Human activity pattern studies utilize 
random samples of human activity 
patterns using questionnaires and time- 
diary data to provide detailed 
generalizable data about human 
behavior. Such studies have been used 
to assess exposure to ETS. In 1987- 
1988, the California Air Resources 
Board sponsored a probability-based 
cross-sectional sample of 1,579 
Californians aged 18 years and older, 


called the California Activity Pattern 
Survey (CAPS) {Exs. 4-168, 4-271]. The 
study was designed to provide 
information on time spent in various 
locations, including indoors, outdoors, 
and in transit, as well as specific 
microenvironments, such as living 
rooms, kitchens, automobiles, or buses. 
The study focused on time spent in 
activities such as cooking or playing 
sports, but more specifically targeted 
activities and environments that had 
implications for air pollution exposure, 
such as the presence of smokers, use of 
cooking equipment or solvents. 

In analyzing the data from CAPS, 
Jenkins et al. [Ex. 4—168] and Robinson 
et al. [Ex. 4-271} found that time spent 
at work had a high correlation with 
exposure to ETS. This association of 
ETS exposure with work settings 
remained strong after controlling for the 
length of the activity episode, and hence 
was not simply a function of longer time 
intervals at work. Robinson et al. [Ex, 4- 
271] also found that men reported 
higher levels of exposure than women, 
even after controlling for age, 
employment status, shorter working 
hours, etc. This finding suggests that the 
epidemiological studies of passive 
smoking and lung cancer, which have 
focussed on women, maybe 
underestimating the effect of ETS on 
lung cancer. 

Further analysis of the CAP study [Ex. 
4-169] verifies the high percentage of 
nonsmokers who are exposed to ETS 
while at work. This is indicated when 
the data are analyzed by employed 
nonsmoker status. As indicated in Table 
III—8, 51% of male and 38% of female 
nonsmokers reported ETS exposure at 
work. The average duration of this 
exposure was 313 minutes for males and 
350 minutes for females. When the 
group that reported exposure at the 
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Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


























Federal Register / Vol. 59, No. 65 / Tuesday, April 5, 1994 / Proposed Rules 


15989 


workplace is analyzed further it 
becomes apparent that the 
overwhelming exposure location for 
these employed nonsmokers is the 
workplace (Table ID-9). As indicated in 


Table III~9, 77% of males and 85% of 
females were exposed an average of 313 
minutes and 350 minutes, respectively. 

One other finding is that the more 
time spent at work, the higher the 
likelihood of greater ETS exposure. For 


example, the average duration of 
exposure to homemakers was 
approximately 2 hours a day, for 
workers the average duration of 
exposure was approximately 3 hours a 
day. 


Table III—8 .—Percentage of Employed Nonsmokers Exposed to ETS and Average Minutes of Exposure (in 

Parentheses)i 


Exposure location 

Ma|es 

Females 

Total 

Home...’.]..... 

9 (134) 
51 (313) 
28 (69) 

12 (118) 

13 (109) 
38 (350) 
35 (77) 

14 (79) 

11 (123) 
46 (324) 
31 (85) 

13 (104) 

Other indoor... 

Outdoor....... 



♦Source: [Ex. 4-169J. 


Table III— 9.—Percentage of Employed Nonsmokers Exposed to ETS and Average Minutes of Exposure (in 
Parentheses) of Those Who Reported ETS Exposure at Work 1 


Exposure location 

Males 

Females 

Total 

Home... 

1 (147) 

77 (313) 
15 (92) 

6 (176) 

2 (180) 
85 (350) 

9 (102) 

4 (140) 

2 (158) 

Wojk tN..... 

80 (324) 

Othe^indoor. 

13 (94) 

5 (166) 


♦ Source: [Ex. 4-169]. 


Work breaks and meals at work w ere 
the work activities most closely 
associated with ETS exposure, 51% and 
35% respectively versus 27% for work 
per se [Ex. 4-271]. In other words, 
nonsmokers experienced ETS exposure 
in break areas more than in general 
work areas. 

When white collar versus blue collar 
workplaces were compared, 37% of 
factories/plants versus 22% of offices 
had episodes of ETS exposure, 
suggesting that blue collar nonsmoking 
workers have a greater exposure to ETS 
than white collar workers. For the CAP 
population, twice as many workers were 
employed in offices as were in factories 
[Ex. 4-271], The most ETS exposed 
nonsmokers were those with 10 or more 
hours per day of work (especially at 
plants/factories), more than 2 hours per 
day of restaurant time, and more than 1 
hour per day of bar or nightclub time. 

Robinson et al. [Ex. 4-271] concluded 
that the probability of passive smoking 
is highest for a combination of various 
social and work activities, consistent 
with the notion that activities that 
involve more people involve a greater 
chance of contact with people who 
smoke. A limitation of the CAP survey 
is that the data do not provide 
information on the intensity of exposure 
in the various microenvironments [Ex. 
4-271). 

In summary, the CAP study showed 
that the most powerful predictor of 
potential exposure to ETS was being 
employed. Respondents who spent more 


than ten hours a day at the workplace 
were found to report more ETS exposure 
than those working less than 10 hours 
a day or not at all. Further data from this 
study show that the workplace is the 
location with the highest reported 
exposure to ETS in enclosed 
environments, and such exposure is on 
average nearly three times more 
prevalent at work than at home. 

Another relevant data source for 
assessing ETS exposure in the 
workplace is the National Health 
Interview Survey (NHIS) conducted by 
the Centers for Disease Control and 
Prevention (CDC). In its Health 
Promotion and Disease Prevention 
(NHIS-HPDP) supplement, CDC 
collected self-reported information on 
smoking from a representative sample of 
the (J.S. population [Ex. 4-51]. The 
results suggest that at least 19% of 
employed nonsmokers experience ETS 
exposure at work. The CDC study 
results represent the prevalence of 
occupational exposure among 
nonsmoking adults [see section IV for 
further discussion of this study]. 

In a smaller study, Cummings et al. 
[Ex. 4-67] studied the prevalence of 
exposure to ETS in 663 (44% male) 
never- and exsmokers aged 18-84 years, 
who attended a cancer clinic in Buffalo, 
New York in 1986 (see Table IV-9). The 
study employed questionnaires and 
analysis of urinary cotinine levels. The 
subjects were asked if they were 
exposed to passive smoke either at 
home or at work in the four days 


preceding the interview. A further 
analysis of this data focusing on workers 
from this survey determined that 
overall, 339 subjects were currently 
employed. Of these 264 (77%) reported 
ETS exposure at work. The percentage 
of subjects exposed to ETS at both work 
and the home was 29% (n=99). The 
percentage of subjects exposed at home, 
but not at work was 7% (n-23). The 
percentage of subjects exposed at work, 
but not at home was 49% (n=165). The 
percentage of subjects exposed neither 
at home or work was 15% (n=52). This 
further analysis indicates that the 
workplace is a significant source of ETS 
exposure for nonsmoking, employed 
people. 

Emmons et al. [Ex. 4-98) reported on 
a study of 186 nonsmoking volunteers 
from workplace settings selected to have 
a wide range of exposure to ETS. The 
subjects were asked to keep a 7-day 
exposure diary. The worksites ranged 
from those with minimal restrictions 
and high levels of exposure (long-term 
care and psychiatric facilities, chemical 
dependency and treatment centers, and 
a VA Hospital) to those with extensive 
restrictions and low exposure (e.g., state 
health department and community 
hospitals). Seventy-six percent of the 
subjects reported being regularly 
exposed to ETS in the workplace. The 
percentage of subjects reporting 
exposure at work is similar to that found 
by Cummings et al [Ex. 4-67]. 
Nonsmokers encountered significantly 
more exposure to ETS at work (50%) as 
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compared to home (10%). When the 
data set was examined by the presence 
or absence of smokers in the home, 
however, subjects who lived with 
smokers had virtually equivalent 
exposures across all three settings: work 
(34%), home (36%), and “other” (31%). x 
Nonsmokers living with smokers 
received 29 minutes per day of exposure 
at work and 31 minutes per day at home 
and 27 minutes per day in other 
settings. On the other hand, subjects 
who <£d not live with smokers had the 
majority of their exposure at work (36 
minutes per day) and very little at other 
settings. 

Additional studies verify that the 
workplace is an important source of 
exposure to ETS, particularly for 
nonsmokers unexposed at home (Exs. 4— 
172, 4-262, 4-315]. A U.K. study of 
exposure to ETS in 20 nonsmoking men 
whose wives smoked showed that 78% 
of the men's reported hours of exposure 
came from outside the home; by 
contrast, 90% of the ETS exposure of 
101 nonsmoking men whose wives did 
not smoke was reported to come from 
non-domestic microenvironments [Ex. 
4-315J. Repace and Lowrey (Ex. 4-262] 
estimated that 86% of the U.S, 
population was exposed to ETS, and 
that the workplace was more important 
than the home as a source of ETS 
exposure, when weighted by the 
duration, exposure intensity, and 
probability of exposure. Kabat and 
Wynder (Ex. 4-172], in a study of 215 
sixty-year-old U.S. women nonsmokers, 
found that 65% reported exposure to 
ETS at home and 67% reported 
exposure at work, averaged over 
adulthood.-^ 

The conclusion that can be made from 
the activity surveys is that the 
workplace is a major location of ETS- 
exposure to nonsmokers. Human 
activities that involve contact with a 
greater number of people increase the 
probability of contact with smokers, and 
thus with ETS. These studies indicate 
that the workplace, with its high person 
densities relative to other 
microenvironments, including the 
home, appears to be a major factor in the 
working nonsmoking population's ETS 
exposure. 

\c) Indoor Levek of Environmental 
Tobacco Smoke Constituents . Personal 
monitoring studies have confirmed the 
role of the workplace as an important 
microenvironment of ETS exposure to 
nonsmokers. Spongier et al. {Ex. 4-288) 
and Sexton et al. (Ex. 4—280] 
demonstrated by personal monitoring of 
respirable suspended particulates (RSP) 
and the use of time-activity 
questionnaires that exposures to ETS 
both at home and at work are significant 


contributors to personal RSP exposures. 
Couhas et al. (Ex. 4-66], in a pilot study 
of 15 nonsmokers in Albuquerque, New 
Mexico, collected questionnaires and 
samples of saliva and urine to determine 
workplace ETS exposure. Personal air 
samples were obtained pre- and post- 
workshift. Exposure to ETS was 
reported by 13 of the 15 subjects. The 
mean number of hours of exposure was 
3.4 (±2.1). Basically, although the levels 
of cotinine, respirable particles, and 
nicotine varied with self-reports of ETS 
exposure, the general trend was a direct 
relationship between increasing 
incidence of self-reporting of exposure 
and actual biomarker data. Coghlin, 
Hammond, and Gann [Ex. 4-61] found 
similar results for 53 nonsmoking 
volunteers studied by use of personal 
nicotine monitors, diaries, and 
questionnaires. They also found that the 
closer a nonsmoker was to a smoker, the 
higher the probability that the 
nonsmoker would report exposure. 

Presently, vapor phase nicotine and 
respirable suspended particulate matter 
(ETS-RSP) are the most commonly used 
markers for ETS because of their ease of 
measurement, knowledge of their 
emission rate from tobacco combustion, 
and their relationship to other ETS 
contaminants [Ex. 4—311]. Controlled 
experiments have shown that vapor 
phase nicotine varies with the source 
strength, and shows little variation 
among brands of cigarettes. Field 
studies have also shown that vapor 
phase nicotine concentrations are 
correlated with the number of cigarettes 
smoked, and further that weekly average 
nicotine concentrations are correlated 
with ETS-RSP (Ex. 4-311]. 

(d) Levels of Respirable Suspended 
Particulates and Nicotine Found in 
Field Studies . Respirable suspended 
particulates (RSP) and nicotine are the 
most commonly used surrogates for ETS 
exposure [Ex. 4-239]. Both chamber and 
field studies have demonstrated that 
tobacco combustion has a major impact 
on indoor RSP mass when particle size 
is under 2.5 microns (Ex. 4-239}. A few 
examples illustrating the impact of ETS 
on nicotine and RSP concentrations in 
workplace and domestic 
microenvironments are shown in Tables 
III—TO and HI—11. Studies of RSP in 
public access buildings by Leaderer et 
al. (Ex. 4-190], First [Ex. 4—105], and 
Repace and Lowrey [Exs. 4-260, 4-261] 
(a total of 42 smoking buildings and 21 
nonsmoking buildings) showed that the 
weighted average RSP level during 
smoking in the smoking buildings was 
262 pg/m 3 , while in the nonsmoking 
buildings the RSP level average 36 pg/ 
m3. 


Leaderer and Hammond [Ex. 4-189] 
measured weekly average vapor phase 
nicotine and RSP concentrations in 96 
residences. Vapor phase nicotine 
measurements were found to be closely 
related to number of cigarettes smoked 
and highly predictive of RSP generated 
by tobacco combustion. The mean RSP 
background in the absence of 
measurable nicotine was found to be 
15-2±7 pg /m\ The mean RSP value in 
the presence of nicotine was 44.1130 pg/ 
m 3 . The weekly mean nicotine 
concentration in the 47 residences with 
detectable nicotine values was 2.17 pg/ 
m 3 (Table III—10). 

Summary statistics of additional 
studies on personal monitoring for 
nicotine are shown in Table III-ll [Ex. 
4-263], These studies show that the 
median exposures ranged from 5 to 20 
|ig7 m3. 

Summary nicotine data analyzed by 
the LLS. EPA (Ex. 4-311] suggest that 
average nicotine values in residences 
where smoking is occurring will average 
2 to approximately 10 pg/m 3 , with peak 
values of 0.1 to 14 pg/m 3 as shown in 
Table III—10. Offices with smoking 
occupants show a range of average 
nicotine concentrations similar to that 
of residences, but with considerably 
higher peak values. RSP mass 
concentrations in smoker-occupied 
residences show average increases of 
from 18 to 95 pg/m 3 , with individual 
increases as high as 560 pg/m 3 or as low 
as 5 pg/m 3 . ETS-RSP concentrations in 
offices with smoking occupants on 
average appear to be about the same as 
in residences. Restaurants, 
transportation, and other indoor spaces 
with smoking occupants have a 
generally wider range of increases in 
particle mass concentrations due to ETS 
than residential or office environments 


[Ex. 4-311]. 

In summary, field data show that RSP 
is elevated by one to two orders of 
magnitude during smoking, and that 
nicotine released during smoking is 
easily detectable in both homes and 
workplaces by area or personal 
monitors. Offices with smoking 
occupants show a range of average 
nicotine concentrations similar to that 
of residences [2 to 10 pg/m 3 ), but with 
considerably higher maximum values. 
ETS-RSP concentrations in offices with 
smoking occupants on average appear to 
be about the same as residences (18 to 
95 pg/m 3 ). Restaurants, transportation, 
and other indoor spaces with smoking 
occupants have a generally wider range 
of particle mass concentrations due to 
ETS than residential or office 


environments (Ex. 4-311]. It must be 
noted that measurements of nicotine 
and ETS-RSP in indoor spaces do not 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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constitute a direct measure of total 
exposure. Concentrations measured in 
all microenvironments have to be 
combined with human activity pattern 


studies to determine the time-weighted 
sum of various exposures, 

(e) Biomarkers of Environmental 
Tobacco Smoke Exposure. Nicotine, and 
its metabolite, cotinine, and other 
tobacco smoke constituents in the 


saliva, blood and urine have been used 
as biomarkers of active and passive 
smoking. Nicotine and cotinine can be 
used to determine the integrated short¬ 
term exposure of ETS across all 
microenvironments [Ex. 4-31 Ij. 


Table 111-10.—Mean Nicotine Levels in home and workplace air: Area Monitors 1 


Study and location 

Sample 

pg/m 3 

Comment 

| pflrjprpf flnd Hammond 1991, homes, NY State . 

47 

2.17 

7-day average smoking. 

Hammond [3—IHQfi] Mass., indiistriat t . 

24 

9-hour average workshift (non- 

White collar........ 

60 

21.5 

smoker's air; smoking allowed on 
. premises). 

Blue collar.-... 

123 

8.9 


Food service ...., 

51 : 

10.3 


Carson (1988), offices, Canada ... 

31 

11 

Workday samples. 

Workweek average. 

Miesner (1989) workplaces, MA...... 

11 

6.6 

Oldaker (1990), restaurants, NC...... 

33 

10.5 

1-hour average (range). 

Jenkins (1991) Knoxville TN metro .-. 


>1-hour average. 

Restaurants..... 

7 

3.4 

Cocktail lounges ..*... 

8 

17.6 


Rowling alleys... 

4 

10.7 


Gaming parlors...—...-..... 

2 

10.7 


Laundromats..... 

3 

2.0 


Airport gates. . ......... 

2 

6.0 


Office ... 

1 

6.0 


Nagda (1989), U.S. aircraft—in-flight average: 

All flights ............ 

69 

13.4 

Smoking section. 

Domestic .. . ..... 

61 

0.11 

Nonsmoking section. 

International........ 

8 

0.33 

Nonsmoking section. 

Vaughn (1990), highrise office building....-..... 

1 

2.0 

Nonsmoking air; 9-hour average. 


> Adapted from Repace and Lowrey 1993 [Ex. 4-263). 


Table til—11 .—Nicotine in Nonsmokers* Air: Personal Motors 1 


Study and Location 

Sample 

pg/m 3 

Comment 

Rnhenkftf (1990), railroad darks, NE ..... 

40 

6.9 

Workshift median. 

Coultas (1990), white collar, NM ...... 

15 

20.4 

Workshift mean ± SD. 

4 flights, mean ± SD! 

Mattson (1989); flight attendants.—... 

4 

4.7 


* Adapted from Repace and Lowrey 1993 [Ex. 4-263]. 


Both nicotine and cotinine are 
tobacco-specific. Cotinine in saliva, 
blood, and urine is the most widely 
accepted biomarker for integrated 
exposure to both active smoking and 
ETS by virtue of its longer half-life than 
nicotine in body fluids. The half-life of 
cotinine in nonsmokers is of the order 
of a day, making it a good indicator of 
integrated ETS exposure over the 
previous day or two [Ex. 4-311). 
Although intersubject variability exists 
for both nicotine absorption and 
cotinine metabolism [Exs. 4—156, 4— 

162 J, cotinine is a good indicator that 
ETS exposure has taken place [Ex. 4- 
311). Further, studies show that cotinine 
levels correlate with levels of recent 
ETS exposure [Ex. 4-311). 

In summary, nonsmokers' exposure to 
ETS has been characterized by a 
database of widely used atmospheric 
and biological markers which have been 
measured in a number of workplaces, 
such as offices, restaurants, commercial 


buildings, and on trains and in planes. 
OSHA believes that this database is 
sufficient to support the risk assessment 
which follows. ETS-nicoiine exposures 
of the average worker appear to be of the 
order of 5 to 10 micrograms per cubic 
meter (pg/m 3 ), and for the most-exposed 
workers, 50 to 100 pg/m 3 ). For ETS-RSP, 
exposures are about tenfold that of the 
nicotine levels. The concentrations of 
various ETS atmospheric markers to 
which nonsmokers are exposed in the 
workplace, such as nicotine, respirable 
suspended particulate matter (RSP) and 
carbon monoxide, are linearly correlated 
with the amount of tobacco burned. 
Studies of human activity patterns show 
that the workplace is the largest single 
contributor to ETS exposure. Air 
exchange rates in nonindustrial 
workplaces are not designed to control 
the risks of ETS exposure. 

if) Inadequacy of General Dilution 
Ventilation to Address Environmental 
Tobacco Smoke Exposure Control. A 


primary function of heating, ventilating, 
and air-conditioning (HVAC) systems is 
to circulate air throughout a building to 
achieve thermal and sensory comfort for 
the building occupants. The general 
ventilation function of the HVAC 
system is to dilute and remove occupant 
generated bioeffluents and other 
contaminants from the space. However, 
from the industrial hygiene perspective, 
general ventilation as delivered by a 
HVAC system, is not an acceptable 
engineering control measure for 
controlling occupational exposures to 
ETS. 

Dilution ventilation offers no 
protection in those cases where, due to 
the close proximity to a smoker (e.g., 
contaminant point source), the 
nonsmoking employee may be exposed 
to large amounts of sidestream smoke 
and exhaled mainstream smoke (ETS). 
Due to the limitations of general 
ventilation, the smoke cannot be 
removed from the air before reaching 


Source: https://www.industrydocurhents.ucsf.edu/docs/nswlOOOO 
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the breathing zone of nearby employees. 
The carcinogenicity of ETS discounts 
the use of general ventilation as an 
engineering control for this 
contaminant. 

The major ventilation guidance 
document available to HVAC 
practioners (e.g., designers, 
maintenance, and operators), is 
Standard 62-1989 titled “Ventilation for 
Acceptable indoor Air Quality” [Ex. 4— 
333]. The standard is published by the 
American Society of Heating, 
Refrigerating and Air-Conditioning 
Engineers, Inc. (ASHKAE) and it 
specifies recommended minimum 
design outside air ventilation rates for 
91 different applications. Based on this 
current ventilation standard, a typical 
commercial HVAC system serving 
general office space should 
prescript]vely deliver 20 cubic feet per 
minute per person (cfrn/person) of 
outside air to the occupied space to 
dilute occupant generated contaminants 
like carbon dioxide (CCh) and body 
odors. This ventilation rate would 
provide what ASHRAE defines as 
"acceptable indoor air quality” (e.g., 
sensory comfort) to satisfy at least 80% 
of the building occupants. The 
prescribed ventilation rates in ASHKAE 
Standard 62-1989 are proportional to 
the occupants in the space (e-g., cfxn/ 
PER PERSON) because of the 
presumption that the contamination 
produced is in proportion to the 
occupant density. 

The foreword of ASHRAE Standard 
62-1989 states “with respect to tobacco 
smoke and other contaminants, this 
standard does not, and cannot, ensure 
the avoidance of all possible adverse 
health effects, but it reflects recognized 
consensus criteria and guidance.” As 
published, ASHRAE Standard 62-1989 
did not include any summary and/or 
explanation documentation which 
would explain the basis of the 
consensus standard. Without this 
documentation, it can only be inferred 
that the standard was mostly based on 
satisfaction of sensory comfort rather 
than based on the control of 
contaminants like ETS which may 
contribute to adverse health afreets like 
lung cancer and heart disease. 

Tne method of room air distribution 
found in most HVAC systems is a 
mixing system that attempts to create an 
environment of uniform air velocities, 
temperatures and humidities in the 
occupied zone of a room (e.g.; floor to 
6 feet above floor), ha this occupied 
zone, air velocities less than 50 feet per 
minute (fpm) and minimization of 
temperature gradients will promote 
occupant comfort. In a conventional 
mixing system where the supply air 


diffusers (outlets) and the return air 
grilles are both located in the ceiling* 
the air motion in the occupied zone 
could be characterized as “gentle drift” 
toward the ceiling where the room air is 
then mixed with the conditioned air 
being delivered to the room through the 
supply air diffusers [1993 ASHRAE 
Handbook* Ch.31]. Because of natural 
convection currents and thermal 
buoyancy forces it is common, 
especially during heating season, to 
have stagnant zones. In a mixing room 
air distribution system, the emphasis is 
on comfort. 

There are other room air distribution 
schemes which consider contaminant 
control and have been used in the 
industrial environment like 
displacement ventilation and 
unidirectional (plug-flow) airflow 
ventilation. In these schemes, there is an 
attempt to move contaminants 
directionally along a clean to less clean 
gradient These schemes are seldom 
used in conventional HVAC systems 
due to their cost, feasibility and 
compromise of comfort issues. 

From the industrial hygiene 
perspective, local exhaust ventilation, 
specific to each source, would be the 
preferred and recommended method for 
controlling occupational exposures to 
contaminant point sources like ETS. 
Such specific ventilation is effective 
because the contaminant is captured or 
contained at its source before it is 
dispersed into the work environment 
where only ineffective general dilution 
ventilation is available to control 
exposures. 

A designated smoking area which is 
enclosed, exhausted directly to the 
outside, and maintained under negative 
pressure is sufficient to contain tobacco 
smoke within the designated area. Such 
areas could be considered an 
application of local exhaust ventilation 
because the contaminant is being 
exhausted from a confined source 
without dispersal into the general 
workspace. 

IV. Preliminary Quantitative Risk 
Assessment 

A. Introduction 

The determining factor in the decision 
to perform a quantitative risk 
assessment is the availability of suitable 
data for use in such an assessment. A 
wide spectrum of health effects have 
been associated with exposure to indoor 
air pollutants and ETS. These effects 
range from acute irritant effects to 
cancer. In the case of ETS, OSHA has 
determined that data are available to 
quantify two types of risk: lung cancer 
and heart disease. For this risk 


assessment, OSHA defines “heart 
disease” to be coronary heart disease 
excluding strokes, as defined in the 
Framingham study [Ex. 4-108]. In the 
case of indoor air pollutants, the only 
data available to OSHA were on specific 
acute health effects, such as severe 
headaches, excluding migraines, and 
other respiratory conditions, such as 
“stuffy nose”, “runny nose”, etc. OSHA 
is aware that there are more serious 
conditions such as legionellosis and 
hypersensitivity diseases associated 
with poor indoor air and suspected to be 
potential occupational hazards. 
However, the Agency currently does not 
have adequate data to conduct m 
quantitative risk assessment addressing 
these risks in the workplace; OSHA is 
continuing to develop appropriate 
methodology to address risk estimations 
for conditions related to poor indoor air 
quality in the workplace and is 
requesting input on data sources 
relevant to these efforts. 

There is uncertainty associated with 
the quantification of any kind of risk. In 
this risk assessment, OSHA has tried to 
describe many of the sources of 

nnra r tflint y and tn addmag their 

implications for OSHA*s estimates of 
risk. 

For the purpose of this rulemaking • 
and for deriving a quantitative estimate 
of occupational risk, OSHA has 
concentrated on information and data 
concerning heart disease and lung 
cancer as potential effects associated 
with exposure to ETS. 

B. Review of Epidemiologic Studies and 
Published Risk Estimates 

As a first step in this risk assessment, 
OSHA critically reviewed epidemiologic 
studies associating exposure to ETS or 
indoor air pollutants with adverse 
health effects. The purpose of such a 
critical evaluation was to determine 
whether exposure to ETS is a causal 
factor in cancer and heart disease and 
whether exposure to indoor air 
pollutants ha* caused a significant 
increase in acute irritant effects. The 
critical review also enables OSHA to 
select those studies that have potential 
for use in a quantitative risk assessment. 
Tables IV-1 and IV-2 contain a 
summary of OSHA’s assessment of 
several epidemiologic studies of ETS 
exposed individuals. 

OSHA evaluated studies on exposure 
to ETS to determine the importance and 
weight of each study in the overall 
hazard identification process. Of those, 
it was determined that fourteen showed 
a statistically strong association between 
exposure to ETS and lung cancer and 
four showed a significant associatior 
between ETS exposure and heart 
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disease. Studies that were determined to 
be “positive** by OSHA*s review 
standards met standard epidemiologic 


and statistical criteria to support 
causation. 

Overall, on the basis of the studies 
reviewed, OSHA concludes that the 
relative risk of lung cancer in 


nonsmokers due to chronic exposure to 
ETS ranges between 1.2Q and 1.50 and 
the relative risk for heart disease due to 
ETS exposure ranges between 1.24 and 
3.00. 


Table iv-1 .—Epidemiologic Studies. Reviewed by OSHA— Lung Cancer 


Positive 

Equivocal positive trend 

Equivocal 


Akibaetal . 

Brown son et al. (1987).' 
Buffler et al. 

Chan and Fung. 

Hole et al. 

Janerlch et al. 

Katada et al. 

Koo et at. 

Lee eta!. 

Shimizu et al. 

Sobue et al. 

Svenson et al. 

Wu et al. 


Butler. 


Gao et al... 


Gitlis et al....*. 


Rabat and Wynder .. 



Uumhla . 

— 

Innna al al _ . , ._............................ 


U'olanHiHi at al ____ 


I nm rtf n| .. . .. _.......................... 


Doftfkonart at at . .. .. _........... 


C^inWIar at al ............. 


Qtnrlm/oll ot al .... 


Trichopoulos et al. 



Table IV-2.— Epidemiologic Studies Reviewed by OSHA Heart Disease 


Positive 

Equivocal positive trend 

Equivocal 


Gillis et ai. . .. . 

Garland et al. 

Lee et at. 

Ua 1QAQ .... 

Hole et al .. 

Uot at _ _......... 

Humble et ai 

ncisiny ut cm ......... . . 

Qowtiar at al ..... 

Svendsen et al . . . ... 

Hirayama 1964 ... 



Other relative risk estimates based on summaries of studies on ETS exposure performed by independent scientists 
and other government agencies axe found in Tables IV-3 and IV-4. OSHA is not aware of any published risk assessments 
for overall exposure to indoor air pollutants. 


Table IV-3.~-Pubushed Risk Estimates for Lung Cancer 


Study 

Estimates of relative risk' 


1.47 (.076-2.83) 

Mor* iQflfi rev a o^iat .... 

1.34 (1.18-1.53) 


2.4 


1.25-1.30 

Wald et al. (Ex. 4-315]: 

1.27 (1.05-1.53) 


1.44 (1.20-1.72) 


1.55 (1.18-1.54) 

Waite (Py A _IIQI . 

2.10 (1.30-3.20) 

EPA 1992 (Ex. 4-311].-.. 

21.19 


1 Numbers in parenthesis Indicate published 95 percent confidence intervals. 

2 Pooled studies. 


Table iv-4 —Published Risk Estimates for Heart Disease 


Study 

Estimates of relative risk 


1 1.51 


21.37 

Wells (Ex. 4-319) ..-..-. : — 

31.32 


1 Represents risk to nonsmoking men with spousal exposure. 

2 Represents risk to nonsmoking women with spousal exposure. 

3 Women. 


Most published risk assessments are 
based on spousal exposure to ETS. 
These studies have examined the lung 
cancer risk in nonsmoking housewives. 


using spousal smoking as a surrogate for 
the wife's exposure to ETS. The size of 
the association between these health 
effects and ETS exposure in the 


workplace is expected to be at least as 
large as the association seen between 
these health effects and ETS exposure in 
residential settings or public places. As 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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noted by Meridian Research in their 
1988 report, . it is the exposure to 
environmental tobacco smoke, and not 
the environment in which that exposure 
occurs, that is the important risk factor’* 
[Ex. 4-221). Therefore, health effects 
observed and the risk estimates 
calculated from studies of the general 
population, or of selected subgroups, 
such as nonsmoking wives of smoking 
husbands, are relevant to the working 
nonsmoking population. 

In developing risk estimates for 
disease attributable to occupational 
exposure, reliance is placed on exposure 
encountered in the workplace to the 
extent possible. However, in the absence 
of purely occupational data, information 
derived in environments other than 
wor^ sites is also considered. OSHA 
betteves that there is no physiological 
difference related to exposure (or its 
outcome) regardless of where it is 
experienced. This is true regardless of 
whether the endpoint is lung cancer, 
heart disease, or indoor air related acute 
irritant effects. The only difference is 
that the degree of exposure may be 
greater in one place than in the other. 
Available information which uses 
nicotine concentration as an index of 
exposure suggests that the differences in 
exposure between office workplaces and 
residences lie well within the 
uncertainties of the determinations and 
for some workplaces, such as 
restaurants and transportation facilities, 
exposures are significantly higher than 
the average exposures found in 
residences. Thus, risk estimates based 


on residential exposures are expected to 
accurately reflect occupational risks in 
most workplaces and possibly 
underestimate the risk in some 
workplaces. 

In developing its risk assessment for 
lung cancer, the EPA reviewed 19 
studies which investigated nicotine 
concentrations in various environments 
[Ex. 4-311]. EPA's analysis showed that 
the range of average nicotine 
concentrations in Sice workplaces is 
very similar to that of homes. However, 
in some workplaces, such as restaurants 
and transportation facilities, exposures 
are significantly higher. It is true that 
there are many complicating factors in 
such determinations which could affect 
any final conclusions. For example, it is 
important to consider the duration of 
exposure, the intensity of exposure, the 
distance from the sources and other 
factors as well. However, EPA's analysis 
suggests that risk assessments based cux 
home exposures are relevant to 
workplaces as well and, in comparison 
to some workplaces, may even result in 
an underestimate of the true 
occupational risk. 

In addition, other studies substantiate 
the magnitude of workplace exposures. 
For example, Emmons et al. (Ex. 4-981 
found that the majority of ETS exposure 
occurred in the workplace. Study 
subjects were selected from workplace 
settings with a wide range of ETS 
exposure. The work sites ranged from 
those with minimal restriction of 
smoking and high levels of exposure to 
work sites with extensive smoking 


restrictions and low exposure. Ninety 
percent of the subjects worked outside 
the home. Eighty-four percent of those 
who worked outside the home (75.6% of 
the total sample) reported being 
regularly exposed to smoking in the 
workplace. While the most highly 
exposed individuals in the study were 
those who had both home and work 
exposuffes, it is clear that workplace 
exposure constituted a significant 
component of overall exposure. Subjects 
who did not live with smokers reported 
that the majority of their exposure was 
in the workplace (mean=36.1 min/day), 
home (mean=1.4 min/day) or in other 
locations (mean=13.1 min/day). 

Subjects who lived with smokeTS 
reported receiving slightly more 
exposure at home than the workplace, 
however the difference between home 
exposure and workplace exposure was 
not substantial (work: mean=Z9.4 min/ 
day, home: mean=31.2 min/day, other: 
mean=27.1 min/day). These results are 
shown in Table IV-5. The importance of 
the findings from this study is twofold. 
First, it indicates that the workplace is 
the primary source of ETS exposure fax 
nonsmokers, who do not live with 
smokers. Secondly, it shows that for 
nonsmokers living with smokers, even 
though their household environment 
becomes their primary source of 
exposure, the workplace still 
contributes a substantial amount of 
exposure, comparable to that 
experienced by the nonsmoker living 
with nonsmokers (29.4 min/day v. 36.1 


min/day). 

Table lV-5 .—Exposure to ETS by Location 1 


Subject Category 

Exposure 

(min/day) 

96 percent confidence 
interval 

Living with a smoker 

29.4 

(7-01-61.80) 

Hnmfl - ....... 

31.2 

(21.6CMOB0) 

Qfapf . ... 

27.1 

(15.10-39.10) 

Living without a smoker. 

36,1 

(22.70-49.50) 

Home ............. 

1.4 

(0.05-2.75) 


13.1 

(8.75-17.40) 


* Source: Emmons et at. (Ex. 4-98] 


Cummings et al. (Exs. 4-67), 
Hudgafvel-Pursiainen et al. [Ex. 4-152], 
and Marcus et al. [Ex. 4-205] also 
present results to show significant 
workplace exposures to ETS. A re¬ 
analysis of the CAPS data (a detailed 
description of this study is found in the 
EXPOSURE section) shows that the 
workplace contributes on the average 46 
percent to the total ETS exposure 
experienced by a nonsmoking worker. 


C. Data Sources 

As mentioned previously, only 
diseases that have been reported to be 
significantly associated with ETS 
exposure and for which OSHA has 
access to data will be used in 
calculating health risk due to 
occupational exposure to ETS. These 
will be referred to as the “diseases of 
interest** and include coronary heart 
disease (excluding strokes) as defined in 
the Framingham study and lung cancer. 


Ideally, data on the incidence of the 
diseases of interest in the U.S. 
population were needed to estimate the 
number of cases of disease in employed 
nonsmokers. Since nationwide 
incidence data were not available for 
nonsmokers, several survey sources 
were used to estimate the mortality rates 
for heart disease (Framingham 
Community Study) (Ex. 4-108), and 
lung cancer (Cancer Prevention Surve 
conducted by the American Cancer 
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Society) (Ex. 4-7). Data on the U.S. 
workforce were obtained from the 
Bureau of Labor Statistics [Ex. 4-39). 
Based on the 1993 annual averages, as 
estimated by the Household Survey, 
BLS reports that the U.S. workforce for 
sectors covered by this standard is 
estimated to be, 101,631,300 (men: 
54.36%, women: 45.64%). Information 
on the proportion of employed adults 
who smoke was obtained from the 
National Health Interview Survey and is 
found in Table IV-7 [Ex. 4-235). It is 
estimated that 74,201,000 adults 
(73.01% of the U.S. labor force), 
employed in sectors covered by this 
standard, are nonsmokers. 

[Editorial note: No Table IV-6 is included 
in this preamble.) 


Table IV-7.— Percent Estimates of 
Adults Employed in the United 
States by Smoking Status' 



Smoker 

Non- 

smoker 

Currently employed .. 

26.99 

73.01 

Unemployed . 

40.38 

59.62 

Not In labor force . 

21.50 

78.50 


i National Health Interview Survey [Ex. 235]. 


In an effort to characterize prevalence 
of occupational exposure, OS HA 
considered several sources. To 
determine the prevalence of smoking 
among U.S. adults during 1991, the 
National Health Interview Survey- 
Health Promotion and Disease 
Prevention (NHIS-HPDP) supplement 
collected self-reported information on 
smoking exposure at work from a 
representative sample of the U.S. 
civilian, non-institutionalized 
population greater than 18 years of age 
[Ex. 4-51]. In particular, employed 
individuals were asked whether, during 
the past two weeks, anyone had smoked 
in their immediate work area. Based on 
results adjusted for nonresponse and 
weighted to reflect national estimates, 
18.81 percent of nonsmokers reported 
exposure to smoke in their immediate 
work area as shown in Table IV-6. 

OSH A believes that 18.81 percent may 
be an underestimate of frequency of 
exposure in the workplace because it is 
based solely on self-reported 
information and the question was not 
very specific in defining immediate 
work area. 


Table IV-8.—Percent Estimates of 
Responses to Question 6a in the 
NHIS by Smoking Status' 



Smoker 

Non- 

smoker 

Yes..... 

37.58 

18.81 

No. 

60.81 

79.79 

Unknown .. 

1.61 

189 



i Question 6a was: "During the past 2 
weeks, has anyone smoked in your immediate 
work area?” 


Another source considered by OSHA 
for defining nonsmoker ETS exposure in 
the workplace was the work published 
by Cummings et al. [Ex. 4-67). A recent 
re-analysis of the data file showed that 
among the nonsmoking, currently 
employed subjects, 48.67 percent (165 
out of 339) reported exposure to ETS at 
work and not at home (Table IV-9) IEx. 
4-69]. Based on the data sources 
mentioned above, OSHA assumes that 
the percent of nonsmoking workers who 
are potentially exposed to ETS at their 
worksite ranges between 18.81 and 
48.67. 


Table IV-9.— Prevalence of ETS 
Exposure for Nonsmoking 
Workers 1 


Subject category 

Count 

Percent 

Exposed at work and 
home. 

99 

29 22 

Exposed at home, 
not at work. 

23 

6.78 

Exposed at work, not 
at home. 

165 

48.67 

Not exposed at work 
or home . 

52 

15.34 


1 Data source: Cummings reanalysis [Ex. 4- 
69]. 

D. OSHA’s Estimates of Risk — 
Environmental Tobacco Smoke 
Exposure 

The incidence of disease due to 
occupational exposure in nonsmokers 
was estimated using the following 
methodology: The expected number of 
cases, N e . in nonsmoking workers who 
are occupationally exposed to ETS is 
expressed by: 

N e =N d - NM u = NMIp-L) 

where: 

N e is the cases in nonsmoking exposed 
workers attributable to ETS per year 
N d is the estimated number of cases per 
year in nonsmoking workers 
N is the number of nonsmoking workers 
in the U.S. 

I u is the incidence rate of disease among 
the unexposed workers 
I p is the U.S. population incidence rate 
for nonsmokers 


The number of nonsmoking workers 
(N) was estimated by multiplying the 
percent of currently employed adults 
who report to be nonsmokers by the 
number of adult, employed, civilian 
noninstitutional population, as reported 
by BLS. 

The number of nonsmoking workers 
with disease per year (Nd) was estimated 
as Nd=N * Ip. The U.S. population 
incidence rate of lung cancer for 
nonsmoking women is reported to be 
0.121 per one thousand nonsmoking 
women. The lung cancer incidence for 
nonsmoking males is estimated to be 
higher. For the purpose of this risk 
assessment, OSHA used 0.121 as the 
population incidence rate of lung cancer 
for nonsmokers. This will most likely 
result in an underestimate of the true 
risk for male workers. The average 
annual incidence rate for death from 
coronary heart disease excluding strokes 
for nonsmokers age 35 to 64 is estimated 
to be 4 per one thousand men and 2 per 
one thousand women, as reported by the 
Framingham study. This results in an 
overall weighted average of 3 deaths per 
one thousand individuals. 

The incidence rate of disease (I„) 
among the unexposed workers is 
estimated using the relationship: 

L = Ip / [RR * p c + (l-pe)l 
where: 

RR is the observed relative risk of 

disease for nonsmokers exposed to 
ETS 

p e is the proportion of nonsmoking 
workers exposed to ETS while at 
work. 

OSHA used 1.34 as an observed 
estimate of relative risk (RR) for lung 
cancer among nonsmokers with 
occupational exposure as reported by 
Fontham et al. (Ex. 4—106). Estimates of 
observed relative risk for heart disease 
in nonsmokers, as reported by Helsing 
et al. (1.24 for females and 1.31 for 
males), were used in calculating an 
overall adjusted relative risk estimate of 
1.28 [Ex. 4-139]. The adjusted relative 
risk was a weighted average of the 
reported relative risks using the gender 
composition of the U.S. workforce as 
weights ((1.24*45.64 +1.31*54.36/100) 

== 1.28). The proportion of nonsmoking 
workers exposed to ETS while at work 
(pe) was assumed to range from 18.81 to 
48.67 as stated previously. 

OSHA chose to rely on the Fontham 
and Helsing studies for estimates of the 
observed relative risks for several 
reasons. Both studies were conducted in 
the U.S. Both are large, population- 
based studies whose results can be 
generalized to the general public. Both 
studies, by design, controlled for 
misclassification to a large degree. The 
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Helsing study, which was done in the 
60*s—a-time when smoking was more 
acceptable than more recently, and 
being a prospective cohort study, was 
less prone to miscla&sification and other 
sources of bias. The Fontham study 
used multiple sources to ascertain 
nonsmoking status and validate subject 
response. Study subjects were 
questioned twice; the self-reported 
nonsmoking status was corroborated by 
urinary cotinine measurements; and 
medical records were cross-referenced 
with the physician's assessment. In 
addition, in the Fontham study, 
information on occupational exposure 
was collected and an estimate of lung 
cancer risk attributable to the workplace 
exposure was ascertained. 

The annual risk of disease attributable 
to occupational exposure to ETS was 
estimated by dividing the expected 
number of cases (N c ) by the number of 
nonsmoking workers in the U.S. 
population. Table IV-10 presents the 
annual risk attributable to occupational 
exposure to ETS per 1,000 exposed 
employees. Because section (6){b)(5) of 
the OSH Act states that no employee 
shall suffer '‘material impairment of 
health or functional capacity even if 
such an employee has regular exposure 
to the hazard dealt with * * * for the 
period of his working life”, OSHA has 
converted the attributable annual risk 
into an attributable lifetime risk on the 
assumption that a worker is employed 
in his or her occupation for 45 years. 
Lifetime estimates of risk attributable to 
occupational ETS are presented in Table 
rV-10. Information contained in Table 
IV-10 indicates that for every 1 ,000 
workers exposed to ETS. approximately 
1 will most likely develop hing cancer 
and 7 to 16 will develop heart disease 
if they are exposed to ETTS at their 
workplace in the course of a 45-year 
working lifetime. The formula used to 
calculate lifetime risk estimates the 
probability of at least one occurrence of 
disease in 45 years of continuous 
exposure and assumes independence of 
events from year to year. It also assumes 
that the worker's exposure profile and 
working conditions that may affect the 
level and intensity of expos’ire remain 
constant throughout a working lifetime. 

Table IV—1 a—E stimates of Risk 
For Nonsmoking Workers Ex¬ 
posed to ETS at the Work¬ 
place L2 




lifetime oo 


Annual risk* 

cupationaf 

risk ^ 

Lung cancer r _ 

0.01-0.02 

0.4-1 


Table iv-io.—Estimates of Risk 
For ' Nonsmoking Workers Ex¬ 
posed to ETS at the Work¬ 
place *.2—Continued 




Litefeme oo 


Annual risk* 

cupa?iena4 



risks 

Heart disease ... 

0.15-0.36 

7-16 


* Risks are expressed as number of cases 
per 1,000 workers at risk. 

2 The annual risk for nonsmoking workers is 
estimated assuming the proportion of non¬ 
smoking workers exposed to ETS at the work¬ 
place ranges from 18.81 to 48.67. 

3 Assumes 45 years of occupational expo¬ 
sure and is calculated as where p 

is the annua/ risk. 

E. OSHA's Risk Estimates—Indoor Air 
Quality 

Adverse health effects associated with 
poor IAQ are described as Building- 
Related Illness (BRI) and Sick Building 
Synilrome (SBS). SBS related conditions 
are not easily traced to a single specific 
substance, but are perceived as resulting 
from some unidentified contaminant or 
combination of contaminants. 

Symptoms are relieved when the 
employee leaves the building and may 
be reduced by modifying the ventilation 
system. 

Research in Britain [Ex. 4—44], 
Denmark [Ex 4-284] and the United 
States [Ex. 3—745) indicates that about 
20% of all office workers are afflicted 
with such symptoms. If the 20% level 
were to be considered as ''background" 
a simple approach would be to 
determine that any building, more than 
20% of whose occupants report the 
symptoms, would be considered to be 
“sick". However, the question then 
arises as to how much greater than 20% 
would the incidence have to be to be 
considered excess and how would one 
address such issues as statistical 
significance for any one building. 
Furthermore, the definition used in 
assessing symptom occurrence can 
cause substantial variations in 
estimating symptom prevalence, even in 
the same building. The problem with 
many investigations of "sick" buildings 
is that rarely have "non-sick" or control 
buildings been used to determine 
background prevalence of the 
symptoms. Until now, it appears that 
limited research has been done to 
address the issue of background levels 
of symptoms. OSHA seeks input on data 
sources to address expected background 
levels of SBS related conditions. 

Mendell and Smith (Ex. 4-218] 
examined symptom reports compiled in 
a number of individual studies for a 
number of buildings which bad 
different types of ventilation. On the 


basis erf the information gathered in the 
individual studies, Mendell and Smith 
compared the prevalence of sick 
building symptoms in buildings with 
five types of ventilation: natural only; 
fans only; air conditioned with no 
humidification; air conditioned with 
steam humidification; and air 
conditioned with water-based 
humidification. Overall, they found the 
prevalence of work-related headache, 
lethargy, upper respiratory/mucous 
membrane, lower respiratory and skin 
symptoms significantly increased in 
buildings with any type of air 
conditioning as compared to buildings 
with no air conditioning. Thus, 
according to this analysis, a basic 
problem with SBS appears to reside in 
the air conditioning system or, in some 
building aspect associated with the 
presence of air-conditioning. 

Building-related illness (BRI) 
describes those specific medical 
conditions of known etiology which can 
often be documented by physical signs 
and laboratory findings. Symptoms may 
or may not disappear when the 
employee leaves the building. Currently, 
OSHA does not have any data on BRI 
related symptoms to conduct a 
quantitative risk assessment. 

The number of cases of illness in the 
United States related to poor indoor air 
quality has not yet been quantified; 
however OSHA has made an attempt to 
develop a preliminary risk estimate of 
SBS using a similar methodology as was 
done for ETS The National Health 
Interview Survey was the primary data 
source for U.S. population frequency 
rates for acute upper respiratory 
symptoms other than the common cold, 
influenza, acute bronchitis, and 
pneumonia and frequency rates on 
severe headaches other than migraines. 
For this preliminary risk assessment, 
OSHA used the reported frequency rates 
as representative of population 
incidence rates for upper respiratory 
conditions and severe headaches. OSHA 
seeks comment on the use of frequency 
data in place of incidence data. 

Observed relative risks for comparable 
conditions were estimated by Mendell 
[Ex 4-219). Mendell’s data source was 
the California Healthy Building Study. 
This study surveyed a representative 
sample of 12 public office buildings in 
Northern California to ascertain the 
occurrence of work-related symptoms 
associated with air-conditioned office 
buildings. All buildings were ei t he r 
smoke free or had separately ventilated 
designated smoking areas. The sample 
included 6 buildings with air- 
conditioning systems, 3 buildings with 
mechanical ventilation and no air- 
conditioning, and 3 buildings with 
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natural ventilation. The study included 
880 workers. Mendell estimated relative 
risks for several building related 
symptoms and a subset of these 
estimates are shown in Table IV-11, In 
an effort to define comparable 
symptoms between the reported 
national statistics from NHIS and 
Mendell's study and for computational' 
ease OSHA grouped “runny nose”, 
“stuffy nose”, “dry/irritated throat”, 
and “dry/irritated/itching eyes” as 
upper respiratory/mucous membrane 
symptoms. Mendell reported relative 
risks for upper respiratory conditions 
and frequent headaches in air- 
conditioned buildings as compared to 
naturally ventilated buildings. The 
relative risk for frequent headaches was 
reported to be 1.5. For upper respiratory 
conditions, such as "stuffy nose”, 
“runny nose”, etc., the relative risks 
ranged from 1.4 to 1.8. OSHA used 1.4 
as an observed relative risk for upper 
respiratory conditions. 

CDC reports in the “Current Estimates 
from the National Health Interview 
Survey, 1992” that the annual rate for 
severe headaches, requiring medical 
attention or activity restriction, is at 
least 5 per thousand and the rate for 
upper respiratory conditions is at least 
9 per thousand. In addition, it is 
estimated that the proportion of office 
buildings in the U.S. with air- 
conditioning is 70 percent (see 
Preliminary Regulatory Impact Analysis 
section). Using the above information 
and the same methodology as described 
in section IV-D, OSHA estimated that 
the lifetime excess burden for severe 
headaches experienced in air- 
conditioned office buildings is 57 per 
one thousand exposed, employees and 
the lifetime risk for acute upper 
respiratory conditions is 85 per one 
thousand exposed employees. OSHA's 
risk estimates for indoor air are shown 
in Table IV-12, OSHA used data 
derived from a study of air-conditioned 
office buildings to make an assessment 
of the occupational risk in all air- 
conditioned buildings. Furthermore, 
OSHA made an implicit assumption 
that an increase in work-related 
headaches associated with an air- 
conditioned office environment occurs 
in the same proportion as headaches 
which can be severe enough to affect 
work activity. OSHA seeks comment on 
the applicability of the Mendell study 
for estimating.occupational risk in air- 
conditioned buildings due to poor 
indoor air quality. In addition, OSHA 
seeks comment on its methodology of 
developing annual and lifetime risk 
estimates attributable to occupational 
exposures. 


Table IV-11.—California Healthy 
Building Study Comparing Build¬ 
ings With Natural Ventilation 
to Buildings With Air-Condi¬ 
tioning 1 


Health outcome 

Rel¬ 
ative 
risk ; 

Confidence 

interval 

Upper respiratory 
symptoms: 

Runny nose . 

1.5 

(0.9-2.5) 

Stuffy nose. 

1.8 

(1.2-3.7) 

Dry/irritated throat... 

1.6 

(0.9-2.7) 

Dry/imtated/itchy 


(0.9-2.2) 

eyes... 

1.4 

Frequent headaches .. 

1.5 

(0.9-0.3) 


i Study subjects were asked whether the 
symptoms were occurring often or always at 
work and improving when away from work. 


Table IV—12.—OSHA’s Estimates 
of Risk for Workers in Air-Con¬ 
ditioned Buildings i 



An¬ 
nual 
risk 2 

Life¬ 

time 

occu¬ 

pa¬ 

tional 

risk 5 

Severe headaches 4 . 

1*296 

57 

Upper respiratory symp¬ 



toms 5 ... 

1.969 

85 


* Risks are expressed as number of cases 
per 1,000 workers at risk. 

2 The annual risk is estimated assuming that 
the prevalence of air-conditioned office build- 
bigs in the U.S. is 70 percent. 

‘ a Assumes 45 years of occupational expo¬ 
sure and is calculated as Wl-p* 3 , where p is 
the annual risk. 

4 Defined as headaches that either require 
medical attention or restrict activity. 

» Defined as runny nose, stuffy nose, dry/irri¬ 
tated throat and dry/irritatedfitchy eyes and 
being severe enough to either require medical 
attention or restrict activity. 

F. Pharmacokinetic Modeling of ETS 
Exposure 

In developing a final rule, OSHA 
would like to consider the use of a 
physiologically based pharmacokinetic 
(PBPK) model in an effort to develop a 
clear and complete picture of factors 
that may affect environmental exposure 
measurements, internal dose estimates 
and ultimately estimates of expected 
risk attributed to ETS exposure at the 
workplace. OSHA is seeking comment 
on appropriate methodology, available 
data, etc. The following discussion 
offers an explanation of OSHA's 
approach to this issue and an 
opportunity for the Agency to solicit 
comment on specific points of concern 
as they relate to the use of 
pharmacokinetics in estimating 
occupational risk from exposure to ETS. 


Estimating the risk from exposure to 
ETS requires the use of some measure 
of the extent of exposure. Possible 
measures, or metrics, can range from 
categorical ranking based on survey 
responses to direct measurement of 
ETS-related chemicals in the body 
fluids of exposed individuals. In 
general, the use of an internal measure 
of individual exposure would be 
preferred over measurements of 
environmental contamination, such as 
airborne chemical or particulate 
concentrations. In particular, 
considerable attention has been given in 
the scientific literature tathe possible 
use of cotinine concentrations in body 
fluids as a biomarker of ETS exposure 
[Exs. 4-24, 4-146, 4-165, 4-263, 4-316]. 
However, obtaining a dependable 
estimate of exposure from 
measurements of a chemical's 
concentration in body fluids requires a 
quantitative understanding of the 
chemical's pharmacokinetics; its uptake, 
distribution, metabolism, and excretion. 
Following is a review of the evidence 
concerning the suitability of cotinine as 
an internal biomarker for ETS exposure. . 

1. Considerations for Selection of a 
Biomarker for ETS 

A biomarker should, to the greatest 
extent possible, accurately represent the 
individual's exposure to the substance 
of concern and have relevance to a 
specific endpoint. In the case of ETS, 
there are several relevant endpoints, 
with principal attention being given to 
heart disease and lung cancer. Each 
different endpoint may be mediated by 
a different subset of the components of 
ETS, and therefore the appropriate 
biomarkerfs) for each endpoint could be 
different. , 

2. Cardiovascular Effects 

Cardiovascular effects resulting from 
exposure to ETS have been associated 
with carbon monoxide (CO), nicotine, 
and more recently with polycyclic 
aromatic hydrocarbons (PAHs) (Ex. 4- 
123). Each of these is associated with a 
different fraction of ETS; CO is a gas 
phase constituent, nicotine is a low 
volatility vapor, and PAHs are absorbed 
on particulates. Because of the 
significant differences in physical fate 
and transport, a strategy for the use of 
biomarkers for cardiovascular effects of 
ETS would ideally make use of separate 
markers for CO, nicotine, and PAHs. 

The most common internal measure 
of CO exposure is blood 
carboxyhemoglobin (HbCO). Blood 
HbCO provides a useful measure of 
exposure to CO, and can be related to 
the cardiovascular effects of CO. A way 
to determine the occupational 
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component of one’s total CO exposure is 
to measure workplace CO levels and 
predict blood HbCO with a 

model fox GO jkx 4-11}. A difficulty 
associated with the use of CO or HbCO 
as a biomarfcer for ETS effects is the 
presence of other sources of CO in the 
workplace. 

Nicotine can be measured directly in 
body fluids and the circulating 
concentration can be related to 
physiological effects, such as heart rate 
[Ex. 4-26J. Alternatively, measurements 
of nicotine in air or cotinine in body 
fluids can be measured, and the 
circulating concentration of nicotine can 
be inferred using a pharmacokinetic 
model. The use of a pharmacokinetic 
model to relate inhaled nicotine to 
circulating nicotine and cotinine levels 
is the main focus of this section. 

PAHs are inhaled in the form of 
particulates on which they are,adsorbed. 
Developing an appropriate biomarker 
for ETS-associated PAHs is complicated 
by the presence of PAHs on particulates 
not associated with ETS, and by the 
low, and variable, composition of PAHs 
adsorbed to particulate matter. One 
candidate material which has been 
suggested as an environmental marker 
for ETS-associated particulates is 
solanesol, a non-volatile tobacco 
constituent However, the 
pharmacokinetic information necessary 
for use of solanesol as an internal 
biomarker Is not currently available. 

The use of these three different 
biomarkers (00. PAHs, and solanesol) 
does not appear to be practical It 
appears that the most effective strategy 
currently achievable would be to rely on 
nicotine (or cotinine) measurement as a 
specific marker of ETS exposure as well 
as a direct measure of rifcotine 
exposure. 

3. Carcinogenicity 

The mechanism of carcinogenicity 
horn exposure to ETS is not known, but 
it has been established that ETS 
includes a number of chemicals which 
have been identified as carcinogens (see 
Tables 0-2. IH-6. and IH-7), although 
most of the identified carcinogenic 
components of ETS are not unique to 
ETS. Therefore, direct measurement of 
the carcinogenic components or related 
biomarkers in biological fluids would 
not provide a unique measure of 
exposure from ETS. The potentially 
carcinogenic components of ETS 
include highly volatile chemicals such 
as formaldehyde and benzene, lower 
volatility chemicals such as the 
nitxosamines, and non-volatile 
chemicals such as PAHs and metal 
compounds, which are bound to 


particulates. Given the current lack of 
information on the mechanism of 
carcinogenicity of ETS it is impossible 
to identify which components of ETS 
should be targeted for exposure 
estimation. The most prudent choice for 
a biomarker in this case would be one 
which provides the most general 
representation of all the components of 
ETS, and which is itself unique to ETS. 
In an experimental study of potential 
ETS-unique environmental markers of 
exposure, only nicoune was found to 
represent both the gas phase and 
particulate phase organic constituent of 
ETS [Ex. 4-97]. Several studies have 
shown a strong correlation between 
measurements of nicotine in the air and 
the mutagenicity of ETS [Exs. 4-198, 4- 
215}. In these studies, the relationship 
of nicotine to mutagenicity was as good 
as or better than the relationship of RSP 
to mutagenicity (RSP is assumed to be 
the major contributor of the 
carcinogenic effects of ETS). Therefore, 
since measurements of nicotine in the 
air correlate better than measurements 
of RSP to mutagenicity of ETS, and 
there is a positive correlation between 
short-term mutagenicity tests and 
carcinogenicity, the use of nicotine as 
an exposure marker for the carcinogenic 
effects of ETS appears to be justified. 

4 . Evaluation of Cotinine as a Biomarker 
for ETS 

The purpose of this section is to 
discuss the use of cotinine, a metabolite 
of nicotine, as an Internal biomarker for 
inhalation exposure to nicotine, and, as 
such, its usefulness as a metric for the 
health effects of ETS. Cotinine is 
preferred over nicotine as an internal 
biocnarker because of its slower 
clearance from the body (Ex. 4-71). 

There la a strong correlation between 
nicotine intake and plasma cotinine 
leveb (Ex. 4-1151- There is also a strong 
correlation between cotinine measured 
in body fluids and ETS exposure. In a 
controlled study, urinary cotinine was 
found to be a reliable marker for long¬ 
term ETS exposure, and plasma and 
salivary cotinine were found to be good 
indicators of short- as well as long-term 
exposure [Ex. 4-73}. Several studies 
have also demonstrated a positive 
relationship between self-reported 
exposure to ETS and cotinine in serum 
[Exs. 4-166,4-250, 4-3Ql}, saliva [Ex 
4-166}, and urine [Exs. 4-166.4-211,4- 
316]. In general, the currently available 
data support the assumption that 
nicotine and cotinine kinetics 
parameters for smokers can be 
extrapolated to nonsmokers for 
estimating exposures to ETS in 
nonsmokers [Ex 4-24). Studies have 
also demonstrated that salivary levels of 


cotinine are directly proportional to 
plasma levels [Ex 4-73}, and that 
urinary excretion of cotinine is linearly 
related to plasma levels [Ex 4-82). Thus 
all three biological fluids provide a 
reasonable metric for nicotine intake, 
and thus can serve as biomarkers of ETS 
exposure in ncmsmokers. 

There are two potential difficulties 
associated with the use of cotinine as a 
biomarker for ETS. The Erst is the 
presence of nicotine in the diet Several 
foods, including tea, tomatoes, and 
potatoes, have been shown to contain 
nicotine in measurable quantities [Exs. 
4-49,4-81,4-281}. However, a study of 
3,383 nonsmokers was unable to 
substantiate an effect of tea drinking on 
serum cotinine levels for self-reported 
daily tea consumption (Ex. 4-301}. The 
same study did find a strong correlation 
between self-reported ETS exposure and 
serum cotinine IeveL 

OSHA seeks comment and data on 
whether dietary intake of nicotine 
should be considered a significant factor 
in modelling nicotine metabolism for 
assessing risk due to ETS exposure. 

The second issue associated with the 
use of cotinine as a biomarker is the 
possibility that there is a longer half-life 
for the elimination of cotinine at very 
low biological concentrations, 
associated with the slow release of 
nicotine from binding sites [Exs. 4-28, 
4-24, 4—167,4-254). This longer half- 
life at very low concentrations could 
have the effect of overestimating 
exposure to ETS in the lowest exposed 
population. At this time there is not 
sufficient evidence to quantify the 
potential magnitude of this effect, but it 
is likely to be small. OSHA seeks 
comment on this issue. 

5. Description of Pharmacokinetic 
Models for Nicotine and Cotinine 

For many purposes, an essentially 
first order process such as the kinetics 
of cotinine can be effectively modeled 
with a simple compart mental kinetic 
analysis [Exs. 4-27,4-24,4-73,4-82). 
The compartmental approach has been 
used to relate steady-state urinary 
cotinine levels to atmospheric nicotine 
concentrations [Ex 4-263). For 
investigating some of the concerns 
associated with the use of cotinine as a 
biomarker, however, a physiologically 
based pharmacokinetic flPBPK) 
description would be preferred. The 
advantage of the PBPK approach stems 
from its biologically motivated 
structure, which permits the direct 
incorporation of biochemical data and 
the biologically constrained comparison 
of model predictions with experimental 
tim ©courses to investigate such issues as 
dose-rate effects, exposure-route 
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differences, pharmacodynamic 
processes, arid other potential 
nonlinearities [Ex. 4-57). PBPK models 
of nicotine and cotinine have been 
described for both rats (Exs. 4-112, 4- 
2551 and humans [Exs. 4-254, 4-270). 

A physiological model of cotinine 
disposition [Ex. 4-112] was developed 
to analyze intravenous infusion of 
nicotine and cotinine and bolus dosing 
of cotinine in rats. In general, the 
observed cotinine time profiles in blood 
and tissues were consistent with linear 
kinetics, but the distribution of cotinine 
into all tissues appeared to be roughly 
three-fold greater following infusion of 
nicotine than following infusion of 
cotinine, and the clearance of cotinine 
following bolus and infusion dosing was 
significantly different. 

A more recent rat model [Ex. 255] 
featured a physiologically based 
description of nicotine kinetics and a 
compartmental description of cotinine. 
This model provided a successful 
description of the plasma kinetics of 
both nicotine and cotinine for 
intraarterial or intravenous bolus dosing 
of nicotine. The timecourse of nicotine 
in most tissues was also consistent with 
first order kinetics; however, it was 
necessary to include a description of 
saturable nicotine binding in the brain, 
heart, and lung to adequately reproduce 
nicotine concentration profiles in these 
tissues. This rat model has also been 
scaled for use in predicting mouse and 
human pharmacokinetics (Ex. 4-254). 
The human model has recently been 
expanded to Include a physiological 
description of cotinine as well as a 
forearm compartment, and is now able 
to describe nicotine and cotinine 
kinetics following intravenous infusion 
of nicotine in humans [Ex. 4-266]. 
Another human model (Ex. 4-270] has 
also been developed which includes 
physiological descriptions of both 
nicotine and cotinine. This model, 
which assumes linear kinetics, predicts 
results which agree with published data 
on the kinetics of nicotine and cotinine 
in blood following nicotine infusion as 
well as cotinine in the blood following 
the infusion of cotinine. 

6. Application of Pharmacokinetic 
Modeling for ETS Exposure Estimation 

Both of the human models described 
above possess a reasonable biologically 
based structure, and either model would 
provide a useful starting point for the 
development of a PBPK model which 
could be of use in examining the 
relationship between cotinine 
concentrations in body fluids and 
inhaled nicotine. However, neither of 
the models currently possesses all of the 
features which would be necessary for 


such an analysis. The most useful 
application of PBPK modeling would 
appear to be to support an analysis of 
four issues related to the use of cotinine 
as a biomarker of ETS exposure: (1) 
Estimation of the contribution of dietary 
intake of nicotine to cotinine levels in 
the plasma, saliva and urine of 
nonsmokers; (2) Estimation of a 
plausible upper bound for cotinine 
concentrations in plasma, saliva and 
urine associated with ETS exposure (to 
identify individuals wrongfully 
identifying themselves as nonsmokers). 
This can be viewed as a way to validate 
misclassification results derived from 
surveys; (3) Evaluation of the potential 
impact of high affinity, low capacity 
binding of nicotine and cotinine in 
nonsmokers with low exposure to ETS; 
and (4) Evaluation of the potential 
impact of pharmacokinetic uncertainty 
and variability on the use of cotinine 
concentrations in plasma, saliva or 
urine to infer an individual's ETS 
exposure. The necessary features for 
accomplishing these analyses include 
both inhalation and oral routes of 
nicotine exposure, a salivary 
compartment, and a description of 
nicotine binding in the brain, heart and 
lung. 

In evaluating the use of cotinine as a 
biomarker of ETS exposure, two kinds 
of uncertainty must be considered. The 
first kind of uncertainty embraces those 
factors which could tend to bias a risk 
estimate. Two such factors are dietary 
intake of nicotine and nicotine binding. 
In both of these cases, the impact of 
ignoring the effect, if it were significant, 
would be to overestimate exposure (and 
therefore risk) for the least exposed 
individuals. The second kind of 
uncertainty includes those factors 
which tend to broaden the confidence 
interval for the risk estimate. The most 
significant factors in this category are 
uncertainty in the fraction of nicotine 
converted to free cotinine, and the rates 
of metabolic and urinary clearance of 
nicotine and cotinine. An example of 
such uncertainty is results reported for 
half-lives of cotinine in nonsmokers [Ex. 
4-24, 4-73, 4-82, 4-184, 4-186], 
showing a mean of 16.2 hours, with a 
coefficient of variation of 0.22. 

7. Analysis of Uncertainty 

It is useful in this evaluation to 
distinguish uncertainty from variability. 
As it relates to the issue of using 
pharmacokinetic modeling in risk 
assessment, uncertainty can be defined 
as the possible error in estimating the 
“true" value of a parameter for a 
representative (“average") individual. 
Variability, on the other hand, 


represents differences from individual 
to individual. 

For the purpose of evaluating the 
usefulness of pharmacokinetic modeling 
for estimating exposure, the uncertainty 
and variability in the various parameters 
for the pharmacokinetic models can be 
grouped into four classes: the 
physiological parameters (volumes and 
flows), the tissue distribution 
parameters (partitioning and binding), 
and the kinetic parameters (absorption, 
metabolism, and clearance). 

(a) Physiological Parameters. The 
physiological parameters include (1) the 
body weight and the weights of the 
individual organs or tissue groups, (2) 
the total blood flow and flows to each 
organ or tissue group, and (3) the 
alveolar ventilation rate. These 
quantities have been reasonably well 
established for the human [Exs. 4-155, 
4-309] and the chief effort associated 
with pharmacokinetic model 
parameterization in the human is the 
determination of the necessary level of 
detail for the physiological description, 
grouping of the tissues not meriting a 
separate description into 
pharmacokinetically similar groups, and 
the association of the proper volume 
and flow data with the selected 
groupings. Existing models for nicotine 
and cotinine contain a fairly detailed 
physiological structure and differ only 
slightly in their assignment of tissues. 
ThemodeLof Plowchalk and deBethizy 
[Ex. 4-254} includes separate 
compartments for the brain, heart, and 
skin. The first two of these tissues are 
lumped into a “vessel-rich" tissue 
compartment in the model of Robinson 
et al. [Ex. 4-270], and the skin is 
lumped in with the muscle. Conversely, 
the gastrointestinal tract is given a 
separate compartment in the Robinson 
model but is lumped into a “slowly 
perfused" tissue compartment in the 
Plowchalk model. These differences 
mainly reflect the different interests of 
the modeling groups in terms of target 
organs and routes of exposure. The 
Robinson model contains a venous 
infusion compartment to accommodate 
the mixing time for arterial 
administration. The published 
Plowchalk model does not include this 
feature, but a forearm compartment has 
since been added to provide a similar 
function [Ex. 4-83]. Neither model 
appears to contain an explicit 
description of inhalation or oral 
exposure, but the necessary equations 
could easily be added to the existing 
physiological structures. A salivary 
fluid compartment could also be added 
to either model if desired. Experience 
with other chemicals has shown that 
uncertainty in the physiological 
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impact on overall model uncertainty 
because they are known relatively well 
and are not as influential on model 
behavior as the distribution and kinetic 
parameters {Ex. 4-561. 

lb) Distributional Parameters. In both 
of the published human models, the 
tissue partitioning was initially 
estimated on the basis of steady-state 
tissue/blood concentration ratios 
measured in animals. The partitioning 
parameters in the Robinson model were 
then iteratively adjusted to fit other 
timecourse data. The resulting partition 
coefficients in the two models differ by 
a factor from two to five in 
corresponding tissues. The partitioning 
data for cotinine, determined by 
Gabrekson and Bondesson {Ex. 4-1121, 
show a similar level of uncertainty; 
partitions forcotinine following 
infusion of nicotine were two- to five¬ 
fold higher than the seme partitions 
following infusion of cotinine. The lade 
of reproducibility of these data 
represents a deficiency La the 
development of PBPK modeling for 
these chemicals. Fortunately, the 
partition coefficients tend to be less 
important than the kinetic parameters in 
terms of overall model performance. To 
a large extent, as long as the volume of 
distribution associated with the 
physiological structure and partition 
coefficients is in agreement with the 
apparent pharmacokinetic volume of 
distribution for each chemical, the 
model will perfbnn adequately in terms 
of timeco arses in blood and urine. This 
was evidenced by the ability of the 
Robinson mode) to reproduce published 
nicotine and cotinine pharmacokinetic 
data [Ex. 4-270 J. A potentially more 
significant uncertainty associated with 
distribution is the possibility of 
pharmacokinetically significant tissue 
binding of nicotine. Satisfactory 
description of the timecourse of nicotine 
in the brain, hing, and heart of the rat 
required the Inclusion of binding in 
these tissues {Ex. 4-255). Clearly, the 
relatively low capacity, high affinity 
binding associated with nicotine is 
unlikely to effect total systemic 
clearance except at very low 
concentrations. However, die existence 
of nonlinear pharmacokinetics at lovr 
concentrations could lead to a 
miscalculation of exposure for the least 
exposed individuals. It has been 
suggested that there is a longer 
clearance half 1 life for nicotine, and 
therefore cotinine, associated with low 
circulating concentrations, and that this 
longer half-life is due to die slower 
release of nicotine bound to tissues {Exs. 
4—28, 4-24,4—167]. To date, no careful 


pharmacokinetic investigation of this 
possibility has been performed in the 
human model, and adequate nicotine- 
specific tissue binding information does 
not appear to have been collected except 
perhaps in the brain. 

fc) Kmctic Parameters. By far the most 
significant parameters in the models are 
those describing the absorption, 
metabolism, and clearance of nicotine 
and cotinine. The Robinson model uses 
reported human hepatic and renal 
clearance values for nicotine and 
cotinine. The sensitivity of this model to 
these input parameters was investigated 
by varying then* within the range of 
reported clearance values from infusion 
studies in humans. The resulting model 
predictions for post-infusion blood 
levels, urinary output, and the 
elimination half-lives of both nicotine 
and cotinine were found to be well 
within the ranges of those observed in 
human studies. Thus the model 
structure does not produce an 
exaggerated response to variation of the 
input parameters, and reflects tire 
natural interaction between measures of 
clearance, vohuna of distribution, and 
rates of eimrinatioEL hi the case of the 
physiological perametem, variability 
dominates over uncertainty, while far 
the distributional parameters, 
uncertainty dominates. In the case of the 
kinetic parameters describing clearance, 
it appears that variability again 
dominates. For example, the mean 
values for the terminal half-hfe of 
cotinine reported in different studies 
range from 12 to 21 hours in non- 
smokers {Exs. 4-24, 4-73,4-82. 4-164. 
4-186}. The coefficient of variation in 
these same studies, a measure of 
interindividual variability, ranges from 
17-22%, and the coefficient of variation 
for the entire collection of reported 
individual values is similar: 22% {N=35, 
mean=16-2)- A review of the published 
data on jnfiuslnn of nicotine and 
cotinine in humans {Ex. 4-270] found a 
3-fold variation in reported half-lives for 
cotinine. For comparison, the variation 
in the volume of distribution for 
cotinine was 5-fold, while for the half- 
life and volume of distribution of 
nicotine, the variation was 8-fold and 6- 
fold, respectively. An even greater level 
of variability can be expected for the 
kinetic parameters for tile renal 
clearance of nicotine and cotinine. 

QSHA considers die use of 
pharmacokinetics and specifically PBPK 
models an important tool in 
characterizing and quantifying internal 
dose for evaluation potential exposures 
and seeks comment on the applicability 
of this approach in ascertaining the 
relationship between adverse health 
effects and exposure to ETS. 


V. Significance of Risk 

Before the Secretary can promulgate 
any permanent health or safety 
standard, he must find that a significant 
risk of hann is present in the workplace 
and that the new standard is reasonably 
necessary to reduce or eliminate that 
risk. Industrial Union Department, AFL- 
CIO v. American Petroleum Institute, 

444 U. SL 607,639-642 (1980) 

(Benzene). In the Benzene case, the 
Supreme Court held that section 3(8) of 
the Act, which defines a “occupational 
safety and health standard 4 * as a 
* requirement reasonably necessary or 
appropriate 44 to promote safety or health 
requires that, before promulgating a 
standard, the Secretary must find, “on 
the basis of substantial evidence, that it 
is at least more likely than not that long¬ 
term exposure to (the hazard without 
new regulation] presents a significant 
risk of material health impairment" 444 
U. S. at 653. 

In the Benzene decision, the Supreme 
Court indicated when a reasonable 
person might consider the risk 
significant and take steps to decre as e It. 
The Court stated: 

ft is the Agency’s responsibility to 
determine In ihe first instance what U • 
considers to be a “significant 44 risk. Some 
risks are plainly acceptable and others are 
plainly unacceptable. If, for examp la, the 
odd* sra one in a billion that a person will 
die from cancer by taking a drink of 
chlorinated water, the risk dearly oouJd not 
be oooriderod significant Oa the other hand, 
if the odds am one in a thousand that regular 
inhalation of gasoline vapors that ara 2% 
benzene will be fatal, a reasonable person 
might well consider the risk significant and 
take the appropriate steps to decrease or 
eliminate it. {IUV v. API, 448 15. S. at 855). 

A. Environmental Tobacco Smoke 

Two of the adverse health effects 
associated with exposure to ETS are 
lung cancer and heart disease (coronary 
heart disease, excluding strokes). 
Clinically, hmg cancer is almost always 
fatal. However, heart disease runs the 
gamut from severe to disabling to fatal. 
Both of these diseases then constitute 
the type of “material impairment of 
health or functional capacity” which the 
Act seeks to reduce or eliminate. 
Therefore a standard aimed at reducing 
the incidence of these impairments is an 
appropriate exercise of the Secretary's 
regulatory authority. 

In the case before us the Agency 
estimates that there will be 
approximately between 144 and 722 
cases of lung cancer per year among 
nonsmoking American workers exposed 
to ETS in the workplace. When 
considered over a working lifetime, this 
translates into an excess lung cancer 
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rate in the workplace of one per 
thousand. As noted above, the Benzene 
court clearly indicated that a risk of one 
in a thousand could be considered 
significant and that the Agency would 
be justified in prescribing reasonable 
efforts to reduce such a risk. 

Therefore, the risk from lung cancer 
associated with worker exposure to ETS 
in the workplace meets the Benzene 
court's characterization of what could 
be considered significant. 

In addition, in evaluating the 
significance of the risk posed by any 
particular workplace hazard, the 
Secretary is entitled to take into 
consideration not only the rate of risk 
but the total number of workers exposed 
to such risk and the absolute magnitude 
of effects. In this case, evidence in the 
record shows that approximately 
between 144 and 722 lung cancer deaths 
per year are attributable to ETS and that 
there are presently over 74 million 
nonsmoking American workers exposed 
to ETS in their places of employment. 
On the basis of these data, it would also 
be reasonable to conclude that Agency 
action is warranted to reduce this 
widespread and significant risk, 
although the Agency would reach this 
conclusion even without the great 
magnitude of effects. 

As noted above, cancer is not the only 
serious adverse health effect associated 
with exposure to ETS. Preliminary 
estimates indicate that the risk of 
mortality from heart disease due to ETS 
exposure is even greater than that of 
cancer. The Agency estimates that there 
will be between 2.094 and 13,000 deaths 
from heart disease per year among 
nonsmoking American workers exposed 
to ETS in the workplace. When 
considered over a working lifetime, this 
translates into an excess death rale of 
approximately between 7 and 16 cases 
of heart disease per thousand attributed 
to workplace exposure to ETS. Clearly, 
this risk is significant in itself and 
combined with the lung cancer risk, the 
significance of risk is very great. 

The proposal seeks to protect 
nonsmoking employees from the 
hazards of exposure to ETS in the 
workplace. It does this by prescribing 
the conditions under which employees 
would be allowed to smoke in tne 
workplace, that is, only in separately 
enclosed designated areas which are 
separately ventilated. No employee can 
be required to work in an area where 
there will be contamination from ETS. 
This in OSHA's view reduces significant 
risk to only a small percentage of the 
current risk. To the extent that there are 
failures of enforcement of the smoking 
limitation and of the ventilation system, 
the risk will not be totally eliminated. 


Since there is no definition of, nor an 
established method for quantifying, 
exposure, it is not possible to determine 
a “dose limit" that would eliminate 
significant risk. Even if that were 
possible, it is not clear it would be the 
correct policy approach. 

29 CFR Part 1990—Identification, 
Classification and Regulation of 
Potential Occupational Carcinogens sets 
forth certain procedures for regulating 
occupational carcinogens. Those 
procedures may not allow for the level 
of public input and policy review that 
is appropriate for this rulemaking, 
involving many different types of health 
effects and a broad range of employers 
and workers. Accordingly, the Assistant 
Secretary finds pursuant to 29 CFR • 
Section 1911.4 that “in order to provide 
greater procedural protections to 
interested persons or for other good 
cause consistent with the applicable 
laws" "it is found necessary or 
appropriate” to adopt different 
procedures here. 

B. Indoor Air Quality 

Poor indoor air quality creates a 
variety of material impairments of 
health, two aspects of which are 
Building-Related Illness and Sick 
Building Syndrome. 

One of the most severe health effects 
associated with Building-Related Illness 
is legionellosis, a disease associated 
with microbial contamination of water 
sources which is commonly found in 
the water present in heating and cooling 
systems of buildings. Legionnaire's 
disease, caused by the Legionella 
organism, results in pneumonia which 
is fatal in approximately 20% of the 
cases. Even when not fatal, it is usually 
very severe, requiring substantial 
treatment or hospitalization. As many as 
5% of those exposed to Legionella will 
get sick *. Legionnaire’s disease and 
other illnesses associated with microbial 
contamination due to poor indoor air 
quality are serious health effects that 
constitute material impairment 
Compliance with the indoor air quality 
provisions set forth in the proposal will 
substantially reduce these illnesses. 

There are numerous other adverse 
health effects such as nausea, dizziness, 
fatigue, pulmonary edema, asthma and 
aggravation of existing cardiovascular 
disease, which have been associated 
with poor indoor air quality. Evidence 
in the record indicates that between 20 
and 30% of office buildings are "sick", 
having environments which may lead to 


• Raw figure* from 1992 show approximately 
1300 cases of Legionella reported although this U 
most certainly a gross under-estimation of the scope 
of the problem, since the disease resembles others 
and is frequently misdiagnosed. 


a variety of these effects. Unfortunately, 
quantitative data are not systematically 
available on all of these effects. 

For purposes of risk evaluation, 
however, as explained more fully in the 
risk assessment discussion, the Agency 
has primarily focussed on two health 
effects commonly associated with poor 
indoor air quality; upper respiratory 
symptoms and severe headaches. The 
upper respiratory symptoms associated 
with poor indoor air quality (sick 
building syndrome) include stuffy nose, 
runny nose, dry itchy eyes, nose and 
throat. For purposes of our evaluation, 
"severe headaches" are defined as those 
serious enough to require medical 
attention or restrict activity, but 
excludes migraines. 

Unlike lung cancer and heart disease 
(health effects associated with exposure 
to ETS), these effects will not lead to 
death. There is no doubt, however, that 
OSHA does have the authority to 
.regulate working conditions that lead to 
the type of upper respiratory effects and 
severe headaches described herein. 

Clearly the upper respiratory effects 
and severe headaches associated with 
poor indoor air quality are of the type 
that interfere with the performance of 
work. The severe headaches were such 
that medical treatment had to be sought, 
certainly such headaches were 
impairing at the time they occurred, 
even though they were not permanent. 
The upper respiratoiy symptoms were 
also severe enough to either require 
medical attention or restrict activity. 

There is ample precedent in OSHA 
rulemaking proceedings for the 
regulation of working conditions to 
avoid health impairments that are 
material but not life threatening. The 
Supreme Court in the cotton dust case, 2 
concluded that OSHA had the authority 
to promulgate regulations that would 
avoid Byssinosis, a respiratory disease 
which in the large majority of cases is 
not deadly or disabling, and is 
reversible if the employee left the cotton 
mills. Stage byssinosis, the most 
frequent type, has relatively mild 
symptoms. In the case of occupational 
exposure to formaldehyde, the 
regulation was designed to avoid, 
among other things, sensory irritation. 3 

Moreover in the "Air Contaminants" 
standard, OSHA regulated many 
chemicals, such as acetone, gypsum and 
limestone which caused less severe 
impairments of health. 4 In promulgating 
the final air contaminant rule OSHA 
analyzed which sorts of conditions 
would constitute material impairment, 


*AFL-CIOv. Marshall, 452 U. S, 490 (1981) 
» See 52 FR 4616B, 46235 (12/4/87) 

4 See 54 FR 2332. 2361 (1/19/89) 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


2046395118 




16002 


"Federal Register / Vol. 59, No, 65 / Tuesday, April 5, 1994 / Proposed Rules 


concluding that M ... the OSH Act is 
designed to be protective of workers and 
is to protect against impairment with 
less impact than severe impairment,*’ s 
The less severe conditions, such as 
upper respiratory symptoms and severe 
headaches, caused by poor indoor air 
quality are the same type as the PELs 
preamble concluded were material 
impairments. These specific 
conclusions of the Agency with respect 
to what constitutes material 
impairments were upheld by the Court 
of Appeals on review* although the 
Court disagreed with OSHA on other 
matters. 

Therefore OSHA concludes that the 
adverse health effects caused by poor 
indoor air quality, which range from 
legionellosis to severe headaches to 
upper respiratory symptoms are 
material impairments of health which 
the Act allows the Agency to regulate. 

The efforts of the pneumonia caused 
by Legionella are deadly or severe. 
Although the rate of risk may not be as 
large as VtOOO because the number of 
employees at risk is large. This effect 
alone makes a substantial contribution 
to a finding of significant risk, 
especially when taking into account the 
large number of cases. 

As to the severe headaches, the 
Agency estimate that the excess risk of 
developing the type of non-migraine 
headache which may need medical 
attention or restrict activity which has 
been associated with poor indoor air 
quality is 57 per 1,000 exposed 
employees. !n addition the excess risk of 
developing upper respiratory symptoms 
which are severe enough to require 
medical attention or restrict activity is 
estimated to be 85 per 1,000 exposed 
employees. These numbers are 
extrapolated from actual field studies 
and therefore show the magnitude of the 
problem at present. There is no doubt 
that better maintenance of ventilation 
systems such as required in die proposal 
will improve the quality of air in 
covered workplaces and reduce the 
number of cases. In addition the types 
of good practices prescribed in the 
proposal will substantially reduce the 
type of microbial contamination 
associated with Legionnaire's disease. 
Therefore, OSHA concludes that this 
number of less severe effects along with 
the severe effects from Legionnaire's 
disease, together, constitute a significant 


5 S«e discusjion. 54 FR at 2361-23C2 
6 Se« AFL-CTO v. OSHA. 9«5 F. 2d D62, STS <1 ItU 
Cir., 1992). Tb* Court **oim1 thrt ~Motion «(bX$) of 
the Act charge* OSHA with addressing all forms of 
'material impairmam of health .or functional 
capacity/ and oo4 exclusively 'death or serious 
physical harm'... from exposure to toxic 
substances. * 


risk. Accordingly, OSKA preliminarily 
concludes that, the proposal will 
substantially reduce a significant risk of 
material impairment of health from poor 
indoor air quality. 

VI. Preliminary Regulatory Impact 
Analysis 

A. Introduction 

Executive Order 12836 requires a 
Regulatory Impact Vnalysis and 
Regulatory Flexibility Analysis to be 
prepared for any regulation that meets 
the criteria for a “significant regulatory 
action.” One of these criteria, relevant to 
this rulemaking is that the rule have an 
effect on the economy of $100 million 
or more per year. Based upon the 
preliminary analysis presented below, * 
OSHA finds that the proposed standard 
will constitute a significant regulatory 
action. 

The estimates presented in this Phase 
1 Preliminary Regulatory fin part 
Analysis demonstrate technological and 
economic feasibility of the proposed 
standard. The analysis provides a non- 
detailed preliminary count of the 
affected employees and buildings, the 
associ ated costs, and benefits of the 
proposed standard provirions. 

OSHA estimates the annual cost of 
compliance with the IAQ standard to be 
$8.1 billion, of which the most costly 
provision will be for the building 
systems operation and maintenance, 

$8.0 billion. The cost for eliminating 
exposure to ETS may range from $0 to 
568 million depending on whether 
establishments ban smoking or allow 
smoking in designated areas. In order to 
assess the overall economic impact of 
the rule, OSHA also estimated the cost 
savings to employers, or cost savings 
that will resuit from the implementation 
of the proposed standard. The major 
forms of these savings are efficiency and 
productivity improvements, cost 
reductions in operations and 
maintenance, and reduced incidence of 
property damage. Cost savings 
associated with productivity 
improvements are estimated to be $15 
billion annually. 

OSHA preliminarily estimates that the 
proposed standard will prevent 3.0 
million severe headaches and 4.5 
million upper respiratory symptoms 
over the next 45 years. This is, 
approximately, 69,000 severe headaches 
and 105.000 upper respiratory 
symptoms per year. These estimates 
understate the prevalence of building- 
related symptoms since they reflect 
excess risk in only air conditioned 
buildings. In addition. 5.583 to 32,502 
lung cancer deaths and 97,700 to 
577,818 coronary heart disease deaths 


related to occupational exposure to ETS 
will be prevented over the next 45 years. 
This represents 140 to 722 lung cancer 
deaths per year and 2,094 to 13,001 
heart disease deaths per year. 

B. Industry Profile 

The environmental concern for air 
pollution has been largely focussed on 
questions of outdoor air contamination. 
Recently, however, attention has begun 
to shift to concerns about the quality of 
air within buildings since people spend 
80 to 90 percent of their time indoors 
(Ex. 3-1075HJ. 

Indoor aiT is a variable complex 
mixture of chemicals and airborne 
particles. Its composition largely 
depends on the outdoor environment 
(uifran or rural areal, the shelter itself 
(age, construction material, electric 
equipment, heating, cooling, and 
ventilation systems), the activities of the 
occupants (smoking, nonsmoking, 
cooking by gas, oil or electricity) and the 
presence of plants and animals. 

The Induriry Profile chapter 
characterizes the building stock and 
describes the factors that affect indoor 
air quality. This section also presents 
the number of employees who work in 
buildings whose indoor air will be 
affected by the proposed standard. 

1. Affected Industries 

The standard covers all OSHA 
regulated industries: Agriculture, Oil 
and Gas Extraction (SIC 13), 
Mamifacturing, Transportation. 
Communications, Wholesale Trade. 
Retail Trade, Finance, Insurance and 
Real Estate and Services. The scope of 
the proposal is twofold. The proposed 
indoor air quality compliance 
provisions would only cover employers 
with non-industrial work environments 
This includes public and private 
buildings, schools, healthcare facilities, 
offices and office areas. Coverage also 
applies to nonindustrial work 
environments that are part of industrial 
worksites fe.g., an office, cafeteria, or 
break room located at a manufacturing 
facility). 

The provisions for protecting the 
nonsmoking employees from exposure 
to ETS apply to all indoor or enclosed 
work environments, in industrial and 
nonindustrial establishments. This 
would include maritime, construction, 
and agricultural workplaces. 

2. Indoor Contaminants-Sources 

Indoor air contaminants emanate from 
a broad array of sources that can 
originate both outside of structures as 
well as from within a building. When a 
building is new, some contaminants are 
given off quickly and soon disappear. 
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Others continue off-gassing at a slow 
pace for years. Common office supplies 
and equipment have been found to 
release hazardous chemicals—especially 
duplicators and copiers. Bulk paper 
stores have heen found to release 
formaldehyde [Ex. 3-1087A2Q|. Some 
typical contaminants are listed below: 

(a) Gases and Vapors (organic/inorganic): 
—Radon 

—Sulfur dioxide 
—Ammonia 
—Carbon Monoxide 
—Carbon Dioxide 
—Nitrous Oxides 
—Formaldehyde 

(b) Fibers: 

—Asbestos 

—Fiberglass/Mineral Wools 
—Textiles/Cotton 

(c) Dusts: 

—Allergens 

—Household dust (mites) 

—Pollens: 

—Feathers 
—Danders 
—Spores 
—Smoke/Fume 

—Environmental Tobacco Smoke 

—Coal 

—Wood 

(d) Microbes: 

—Bacteria 
—Fungi 
—Viruses 

People contribute millions of particles 
to the indoor air primarily through the 
shedding of skin scales. Many of these 
scales carry microbes, most of which are 
short lived and harmless. Clothing, 
furnishings, draperies, carpets, etc. 
contribute fibers and other fragments. 
Cleaning processes, sweeping, 
vacuuming, dusting normally remove 
the larger particles, but often increase 
the airborne concentrations of the 
smaller particles. Cooking, broiling, 
grilling, gas and oil burning, smoking, 
coal and wood generate vast numbers of 
airborne indoor pollutants in various 
classifications. 

3. Controlling Indoor Air 

Control of pollutants at the source is 
the most effective strategy for 
maintaining clean indoor air. However, 
control or mitigation of all sources is not 
always possible or practical. In the case 
of ETS, this means restricting smoking 
to separately ventilated spaces. General 
ventilation is, therefore, the second 
most effective approach to providing 
acceptable indoor air [Exs. 3-106 lG, 3- 
1075J], 

Outside air dilutes and removes 
contaminants through natural 
ventilation, mechanical ventilation or 
through infiltration and exfiltration. 
Natural ventilation occurs when desired 
air flows occur through windows, doors, 
chimneys and other building openings. 


Mechanical ventilation is the 
mechanically induced movement of air 
through the building. Mechanical 
systems usually condition and filter the 
air and allow for the entry of outdoor air 
through outdoor dampers. Infiltration is 
the unwanted movement of air through 
cracks and openings into the building 
shell. 

The outside air ventilation rate of a 
building affects indoor air quality. It 
determines the extent to which 
contaminants are diluted and removed 
from the indoor environment. The 
extent to which outside air ventilation 
is effective in diluting indoor 
contaminants depends on how well 
outside air is mixed with indoor air and 
is reflected by ventilation efficiency. 
Ventilation efficiency can be reduced by 
air short-circuiting from the supply 
diffusers to the return inlets, by modular 
furniture partitions, and differences 
between the supply air temperature and 
the room air temperature. 

The rate at which outside air is 
supplied to a building is specified by 
the building code at the design stage. 
Outside air ventilation rates are based 
primarily on the need to control odors 
and carbon dioxide levels (e.g., 
occupant-generated contaminants or 
bioeffluents). Carbon dioxide is a 
component of outdoor air whose 
excessive accumulation indoors can 
indicate inadequate ventilation. 

Lack of adequate ventilation 
contributes to indoor air related health 
complaints. Specific deficiencies that 
produce air quality problems include 
inadequate outside air supply, poor air 
distribution, poor air mixing (and 
therefore poor ventilation efficiency), 
inadequate control of humidity, 
insufficient n aintenance of the 
ventilation system, inadequate HVAC 
system capacity and inadequate exhaust 
from occupied areas. Inadequate 
outdoor air supply and distribution and 
insufficient control of thermal 
conditions can result from strategies to 
control energy consumption. In 
approximately 500 indoor air quality 
investigations conducted in the late 
1970’s and early 1980’s, the National 
Institute for Occupational Safety and 
Health (NIOSH) found that the primary 
causes of indoor air quality problems 
were inadequate ventilation (52%), 
contamination from outside the building 
(10%), microbial contamination (5%), 
contamination from building fabric (4%) 
and unknown sources (13%) (56 FR 
47892]. To date, NIOSH has conducted 
over 1,100 LAQ related investigations, 
but has not yet evaluated them to 
provide updated estimates, 

OSHA, therefore, believes that it is 
necessary to require maintenance of the 


HVAC system components that directly 
affect IAQ, since failure to do so results 
in the degradation of IAQ. Standards of 
HVAC maintenance vary and sometimes 
are deficient where untrained personnel 
are designated to maintain complex 
systems. It is, also, customary for 
companies to defer maintenance for 
economic and budgetary reasons, with 
adverse impacts on IAQ. Some 
examples of maintenance deficiencies 
include: plugged drains on cooling coil 
condensate drip pans (resulting in 
microbial contamination); failed exhaust 
fans in underground parking garages; 
microbial fouling of cooling tower water 
from lack of water treatment with 
biocides resulting in legionellosis cases; 
and failure of the automatic temperature 
control system resulting in lack of 
outside ventilation air. 

4. Building Characteristics 

During the last 25 years, technical and 
socioeconomic changes have profoundly 
influenced the methods employed to 
plan, design, construct and operate 
buildings. Buildings system design, 
maintenance and operation can, and 
regularly do, provide acceptable indoor 
environments. However, neglect or 
disregard of the sources of indoor air 
contaminants, or of the proper design, 
operation and maintenance of building 
system components which influence 
indoor air quality can create an 
uncomfortable and unhealthy indoor 
atmosphere [Ex. 3-1075H2]. 

The oil embargo of 1973 brought 
about the realization that considerable 
savings could be made in reducing the 
consumption of energy used to heat and 
cool buildings. Prior to 1973, the energy 
to heat and cool buildings was much 
cheaper and the buildings reflected that 
reality. Building enclosures had lower 
insulating values and allowed more 
infiltration. More air was circulated to 
the occupied spaces and more outdoor 
air was provided for ventilation. This 
resulted in a lower concentration of 
pollutants and higher velocities of air 
motion in indoor air. Office buildings 
were divided into individual rooms 
with their own walls as opposed to the 
current practice of open spaces with 
movable screens (Ex. 4-74). 

The centralization of services and the 
expanding economy have led to 
concentration of office space in the 
cities. The cost of land has shaped 
buildings into high-rise structures. The 
cost of materials and popularity of 
mirror glass has led to the sprouting of 
hundreds of what may be termed “glass 
boxes". These boxes are sealed to keep 
out noise and pollution—mainly from 
traffic. 
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Buildings designed after 1973 have 
incorporated many energy conservation 
measures that range from adjusting 
thermal comfort zones to increased 
awareness of lighting efficiency, to 
designing new operating methods for 
"sealed building" IEx.3-1159, p.lj. In 
large buildings, outside air ventilation 
rates were also reduced by closing 
outside air dampers in mechanical 
ventilation systems at nights, on 
weekends and sometimes even during 
occupancy. As a result of these 
measures, which primarily reduced 
costs for conditioning outdoor air as 
opposed to increasing energy efficiency, 
considerable eneigy savings have been 
achieved in buildings. 

In addition, during the 1970’s variable 
air volume {VAV) HVAC -systems 
became widely accepted. VAV systems 
condition supply air to a constant 
temperature and insure thermal comfort 
by varying the airflow. Early VAV 
systems did not allow control of the 
outside air quantity, so that a decreasing 
amount of outside air was provided as 
the flow of supply air was reduced. 

In some cases, building design flaws 
contribute to the poor quality of indoor 


air, such as .locating air intake vents 
near to a loading dock or parking garage. 
Design flaws of interior space also 
contribute to indoor air problems. Most 
building cooling systems are designed to 
remove the heat generated by office 
machines, employees and light The 
heat generated by these sources often 
exceeds the capacity of the HVAC 
system to remove it iEx-3-ll59Cl]. 
Ideally with effective filtration and 
management systems, the air indoors 
should be cleaner than the air outdoors, 

5. Profile of Affected Buildings 

Estimates of the number of buildings 
potentially affected by the indoor air 
standard were developed by OSHA 
based on Department of Energy’s 
commercial building energy 
consumption survey (CBEC] 1989 7 JEx. 
4-303). There is a total of 4.5 million 
commercial buildings in the United 
States. Commercial buildings are 
defined as all non-manufacturing/ 
industrial and non-residential 
structures. Table VI-1 presents tbo 
distribution of buildings by use, . 
occupancy and thermal conditioning. 
Approximately 28 percent of all 
buildings are for mercantile or services. 


Other uses include offices {15 percent), 
assembly and warehouses {14 percent 
each), food service {5 percent), lodging 
{3 percent) and food sales and 
healthcare {2 percent each). The “other' 
category (1 percent) covers buildings 
such as public restrooms and buildings 
that are 50 percent or more commercial 
but whose principal activity is 
agricultural, industrial/manufacturing 
or residential. 

On average, the largest types of 
buildings are for education and health 
care. Mercantile and service buildings 
account for the greatest number and 
floorspace of any single activity 
category. Office buildings account for 
nearly as much floorspace, but far fewer 
buildings. Together office and 
mercantile buildings represent almost 
40 percent of all buildings and 
floorspace. Warehouses and assembly 
buildings both are almost as numerous 
as office buildings, but account far less 
floorspace. Over 62 percent of buildings 
have only one floor and 13 percent have 
three or more floors. Most buildings 
(69%) house single establishments. 
Government occupied buildings 
represent 13 percent. 


Table VI—1.—Employees Working jn Buildings and Other Building Characteristics 


Principle building activity 


Principal bulking activity: 

Assembly .. 

Education.. 

Food sales- 

food service 
Health i 
Lodging 


Mercantile and service , 
Office_ 


Parking garage- 

Public order a nd safety . 

Warehouse_ 

Other-- 

Vacant 1 _ 


Total .... 

Building occupants: 

Single estabftshment»--owner occupied. 
Multiple establishme n ts ow**er occupied ...... 

Single establishments—norwwner occupied ... 
Multiple establishment*—nonowner ooctped 

Vacant... 

Government buildings__ 


Thermal conditioning: 
Heated 

Entire buikfng ~ 
Pad of buHcfing 
Cooled... 


Entire building 


Number of build¬ 
ings 

Percent of 
all buildings 

6154)00 

14 

284.000 

6 

1024)00 

2 

241,000' 

5 

80.000 

2 

. 1404)00 

3 

1,278,000 

28 

679,000 

15 

454300: 

1 

504X30 

1 

618.000 

14 

62,000 

1 

333,000 

7 

4,527,000 


2,445,000 

54 

369,000 

e 

6724)00 

15 

259,000 

6 

206,000 

5 

5774)00 

13 

3,865,000 

35 

2,739,000 

60 

1,126.000 

25 

3,184,000 

70 

-i 135043001 

34 


Total number em¬ 
ployees 


44)12,000 
7,2044)00 
8444)00 
1,9434300 
4.2254300 
X082JQOO 
12/1 ROOD 
27JQQJQQQ 
3324)00 
8614300 
443774)00 
2,111,000 
1,472,000 


70,667.000 


?ThM opaimarrial building and energy 
consumption survey is » thermit] national sample 
survey of commercial buildings and their energy 


suppliers. This survey U rha only eourca o { nations] 
level-data on both coamuarciai building 
characteristics and energy consumption. 


co 

cr? 


JN3 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


20463 


























Federal Register 7 Vol. 59, No. 65 7 Tuesday, April 5, 1994 / Proposed Rules 


16005 


Table VI—1.—Employees working in Buildings and Other Building Characteristics—C ontinued 


Principle building activity 

Number of build¬ 
ings 

Percent of 
ail buildings 

Total number em¬ 
ployees 

Part of building ..... 

1,634.000 

36 

• 


* Vacant buildings may contain occupants who are using up to 50 percent of the floorspace. 

Source: U.$. Energy information Administration, Commercial Buildings Characteristics 1989. Washington, DC. June 1991. 


The survey also provides information 
on the number of buildings with heating 
and air conditioning systems. Total 
number of heated buildings is estimated 
to be 3.9 million. Heating systems 
include boilers, furnaces, individual 
space heaters, and packaged heating 
units. Almost one-half of all the 
buildings are heated by forced-air 
central systems. Air-distributing heat 
and cooling systems are most prevalent 
in office, mercantile and service 
buildings. The survey reveals that 70 
percent of the buildings have air 
conditioning. It also shows that 80 
percent of the buildings have heat and 
air conditioning, and 12 percent have 
heat, but no air conditioning. 

Over 40 percent of the floorspace built 
since 1986 was in a building with a 
computerized energy management and 
control systems (EMCS). EMCS is an 
energy conservation feature that uses 
mini/micro computers, instrumentation, 
control equipment and software to 
manage a building's use of energy for 


heating, ventilation, air conditioning, 
lighting and/or business related 
processes. These systems can also 
manage fire control, safety and security. 
Overall, EMCS are present in buildings 
accounting for 23 percent of floorspace. 
EMCS controls HVAC in only 251,000 
buildings or 6 percent of total number 
of buildings. 

However, the DOE survey [Ex. 4-303] 
does not provide data by two-digit 
Standard Industrial Classification (SIC). 
The number of buildings by SIC will 
determine subsequent costs. OSHA 
applied the DOE estimates of the 
number of buildings by type of 
occupancy (single or multi-tenant) to 
the number of establishments by two- 
digit SIC given by the Bureau of Labor 
Statistics. First, OSHA allocated non¬ 
government single tenant buildings 
(estimated at 3,1 million) across the 
relative two-digit SIC using the relative 
two-digit SIC distribution of the number 
of establishments. Then, OSHA 
allocated the 0.8 million non¬ 


government multi-establishment 
buildings across two-digit SIC using the 
relative two-digit SIC distribution of the 
number of establishments in multi¬ 
establishment buildings (2.8 million). 
All government buildings were 
considered single tenant buildings. 
OSHA recognizes that this methodology 
of classification of buildings by two- 
digit SIC code may not reflect the fact 
that establishments in multi-tenant 
buildings should be allocated across 
several SICs or the fact that some single 
establishment buildings may be 
concentrated in certain SICs instead of 
all SICs, This is particularly true for the 
agricultural sector for which farms and 
farm buildings (silos, grain elevators 
and bams) are outside the scope of the 
IAQ portion of the proposal. However, 
OSHA does not have the data to provide 
such delineation at this point. Table VI- 
2 presents OSHA’s estimate of the 
number of buildings by two-digit SIC 
and by characteristics of occupancy and 
ventilation system. 


Table VI—2.—Number of Buildings and Establishments Affected bv IAQ Proposed Standard 


SIC industry 

Buildings 
with single 
establish¬ 
ments 

Buildings 
with multiple 
establish¬ 
ments 

Total num¬ 
ber of build¬ 
ings 

Number of 
heated 
buildings 

Number of 
cooled 
buildings 

Number of 
naturally 
ventilated 
buildings 1 

Agriculture, forestry, fishing . 

Mining. 

Construction . 

Manufacturing.;. 

Transportation... 

Wholesale and retail trade . 

Finance, insurance, real estate. 

Services. 

Government.... 

136.629 

11.976 

336,841 

203,995 

127,706 

1,011,035 

275,760 

1,013,057 

577,000 

36,557 

3,204 

90,127 

54,582 

34,170 

270,518 

73,784 

271,058 

173,186 

15,181 

426,968 

258,577 

161,876 

1,281,553 

349,544 

1.284,115 

577,000 

147,806 

12,956 

364,398 

220,684 

138,154 

1,093,747 

298,320 

1,095,934 

505,000 

124,312 

10,897 

306,475 

185,605 

116,193 

919.889 

250,900 

921,729 

348,000 

10,564 

926 

26,045 

15,773 

9,874 

78,175 

21,322 

78,331 

35,197 

Total. 


3,694,000 

834,000 

4,528,000 

3.877,000 

3.184,000 

276,208 


i Based on estimate of 6.1 percent of floorspace without HVAC. 
Source: OSHA, Office of Regulatory Analysis, 1994. 


6. Buildings With Indoor Air Problems 

Many published reports on building 
wellness describe buildings in terms of 
two general categories, sick or well 
buildings. Some of the published 
categories, in addition to the terms sick 
or well aie: problem buildings and non¬ 
problem buildings, healthy buildings; 
buildings with high and low rates of 
IAQ related complaints; sick building 
syndrome (SBS). 


The SBS symptom complex is 
characterized by a range of symptoms 
including but not limited to, eye, nose 
and throat irritation, dryness of mucous 
membranes and skin, nose bleeds, skin 
rash, mental fatigue, headache, cough, 
hoarseness, wheezing, nausea and 
dizziness [Ex. 4-159]. Within a given 
building there will usually be some 
commonality among the symptoms 
manifested as well as temporal 


association between occupancy in the 
building and appearance of symptoms. 
Many people who work in buildings 
characterized as having SBS typically 
exhibit health symptoms that disappear 
when the person is no longer in the 
building. In most cases, a physical basis 
for the occurrence of the SBS can be 
found: lack of proper maintenance, 
changes in thermal or contaminant 
loads imposed during the building's life, 


2046395122 

Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 










































ISGOS 


Federal Register / VoL 59, hkx 65 / Tuesday, April 5. 1994 / Proposed Rules 


changes in control strategies to meet 
new objectives (e.g„ energy 
conservation} or inadequate design. 

Building-related illnesses (BRI), on 
the other hand, are medically diagnosed 
diseases that present symptoms that can 
last for weeks, months, years or even a 
lifetime. Examples include nosocomial 
infections, humidifier fever, 
hypersensitivity pneumonitis, and 


iegioneUots. BRI cm develop as * result 
of poor building systems operation and 
maintenance and uncontrolled point 
sources of contaminants. 

No building has a complete absence of 
problems, but those that function with 
minimal occupant complaints and 
comply with acceptable criteria for 
occupant exposure, system 
performance, maintenance procedures 


and economic objectives may be 
characterized as healthy buildings. 
Figure VI-1 below presents the 
classification of buildings by stages of 
performance. 

Based on the informatinn cuhmitted to 
the docket, OSHA assumed that 30 
per cen t of the buildings have indoor air 
quality problems {Ex. 3-745). 

B11UNG C00€ 4510-2S-P 


Figure VI-1 

Characteristics of Environmental Population of Non-Industrial Buildings 



BILUNQ OCOC 4610-IS~C 

Therefore, at presented in Table VI— 

3, the total number of problem buildings 
is estimated to be 1.4 million buildings. 


7. Number of Employees Affected 
The commercial building energy 
consumption survey estimates that there 
are 70.7 million employees. However, 
survey data do not provide information 
by two-digit SIC OSHA examined data 
obtained through the Bureau of Labor 


Statistics to estimate the number of 
employees by two-digit SIC affected by 
the proposed standard. The data from 
the Bureau provided occupational 
breakdown of the labor force by detailed 
industry categories (two-digit SIC) and 
major occupational groupings. 


Table Vl-3 .—Number of Problem Buildings and Number of Employees Exposed to Indoor Air Quality 

Problems 1 



Employees 
wording in¬ 
doors* 

Number of 
buildtngs with 
IAQ problems 

Number of em¬ 
ployees «- 
posed to IAQ 
problems a 

Agriculture, forestry, fishing . ... . .... 

279,050 

180,700 

1,643,750 

5.748,000 

3,412.350 

15,744,000 

7,248,150 

26,928,000 

9,473,561 

51.956 
4,554 
128,091 
77,573 
48,563 
384,466 
104,863 1 
385,235 
173,100 

83J15 

54,210 

493.125 

1,724,400 

1423.705 

4,723,200 

2,174,445 

8,077,800 

2,842,068 

Construction... ____ TT - T trt .__...... 

Manufacturing .....;_ r _.___ 

Transportation _ .... ____ _ _ ___.. _____ , 

anri mtafl \raAn ... 

Finance, insurance, real estate .......-................. 

Services _____ _ ____________ 

Government ._ TT ____...,. .......... 


70,655.561 

1,35&40oj 

21,196468 


1 EttcJusive of exposure to €TS. 

2 OSHA estimate hosed upon BIS's 1993 employed persona by detailed industry and major occupation. 

3 Based on OSHA estimate of 30 percent employee exposure to poor IAQ. 

Source: OSHA, Office of Regulatory Analysis, 1994. 


OSHA classified employees according 
to whether or not they work primarily 
in indoor arena, eug.* areas with possible 
exposures, by developing percentages of 
employees in each ooatpatia&ai 


category who might be working indoors. 
For example, personnel in the 
transportation industries were 
apportioned according to those 
potentially exposed to indoor air 


pollution (office workers) and those 
who are not (truck drivers). Table Vi-3 
presents the distribution of the 70.7 
milium employees who work indoors. 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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No data are available as to the number 
of employees exposed to poor indoor air 
quality. Based on OSHA’s percentage of 
problem buildings {30 percent), OSHA 
assumed that 30 percent of employees 
working indoors are exposed to poor 
indoor air quality. Therefore, the 
number of employees potentially 
affected is 21 million. 

8. Environmental Tobacco Smoke 

Environmental Tobacco Smoke (ETS) 
represents one of the strongest sources 
of indoor air contaminants in buildings 
where smoking is permitted ETS is a 
mixture of irritating gases and 
carcinogenic tar particles and is 
considered one of the most widespread 
and harmful indoor air pollutants. 

(a) Smoking ordinances 8 and policies. 
State and Local Governments have 
adopted an increasing number of 
ordinances and regulations limiting 
smoking in public and private 
worksites. The restrictiveness of these 
laws varies from simple, limited 
prohibitions to laws that ban smoking. 
Forty-five states and the District of 
Columbia restrict smoking in public 
workplaces and 19 states and the 
District of Columbia restrict smoking in 
private workplaces. 

There are 397 city and county 
smoking ordinances covering 22 percent 
of the total population (Ex. 4-305). A 
total of 297 cities and counties mandate 
the adoption of workplace smoking 


policies. Typically these provisions 
require employers {private and public) 
to maintain a written smoking policy. 
Ordinances range from requirements for 
written smoking policies to the total 
elimination of smoking in the 
workplace. A total of 505 cities and 
counties limit smoking, specifically in 
restaurants. The requirements range 
from a nonsmoking section of 
unspecified size to the banning of all 
smoking [Ex. 4-305]. 

A 1991 survey of company smoking 
policies shows that of the 85 percent of 
firms with smoking policies, 34 percent 
have complete bans and another 34 
percent prohibit smoking in all open 
work areas. Over 99 percent of non- 
manufacturing establishments have 
smoking policies [H-030 Ex. 77], 

Workplace smoking policies are more 
common in larger businesses. In a 
survey of personnel managers, 63 
percent of those with 1,000 or more 
employees reported having a smoking 
policy compared with 52 percent of 
companies with fewer employees, in the 
same survey, smaller companies were 
half as likely as larger ones to have a 
policy under consideration. Similar 
findings were reported by the National 
Survey of Worksite Health Promotion 
Activities, in which larger worksites 
were mors likely than smaller ones to 
report smoking control activities. In a 
survey of private New York city 
businesses, only 4 percent of companies 


with fewer than 100 employees had a 
written smoking policy {Ex. 3-1030Q1. 

(b) Number of nonsmokers working 
indoors, Based on the National Health 
Interview Survey. OSHA estimated that 
74.2 million employees or 73.01 percent 
of the U.S. labor force covered by OSHA 
are nonsmokers. Table VI—4 presents the 
distribution of nonsmoking employees 
by two digit SIC 

Results of population based surveys 
show that 88 percent of nonsmokers are 
aware of the negative health 
consequences of ETS. Despite this 
general awareness, exposure to ETS is 
pervasive (Ex. 4-98). To determine the 
occupational exposure of nonsmoking 
employees to ETS, OSHA used the 
estimate provided by the 1991 National 
Health Interview Survey. The survey, 
requested information from employed 
individuals on whether during the past 
two weeks anyone smoked in their 
immediate work area. Based on results 
adjusted for non-response and weighted 
to reflect national estimates, 18.81 
percent reported exposure to ETS. 

OSHA believes that the 18.8 percent is 
an underestimate since it is based solely 
on self reported information and the 
question was not very specific in 
defining "immediate" work area. A 
recent reanalysis of a study by 
Cummings et al. [Ex. 4-68] shows that 
48.87 percent of currently employed 
nonsmokers reported ETS exposure at 
work and not at home [Ex. 3-442F]. 

Tobacco Smoke 


Table VJ-4.—Employees Exposed to Environmental 


SIC industry 

• 

+ 

Nonsmoker 

employees* 

Number of employees exposed 

Lower bound 
(ia.ai%) 

Upper bound 
(48.67%) 

Agncufiixa, forestry, fishing _._.. _ ..... 

1.006,007 

249,256 

3,479.876 

13,050099 

3,953*337 

19,041,884 

3,995,180 

21,687,988 

7,735,393 

189,606 

46,885 

654,565 

2,454,724 

743.623 

0581.778 

751.493 

4.079,510 

1,455,027 

490,597 

121,313 

1,693,655 

6351,433 

1,924,089 

9,267,685 

1.944,454 

10555.543 

3,764,818 

Mining- ~ ..... . 

Construction_*_ __:__ 

Manufacturing ___ __ 

Transportation ______ ____ 

Wholesale and retail trade __________ 

Finance, insurance, real estate ..... .... 

Services _ ...._..._._ 

Government..... ; ____ 

Total_ _ ... ... . _ 

74,201,019 

13w957^12 

36,110636 


1 Based on 73D1 percent nonsmoking employees. 
Source: OSHA, Office of Regulatory Analysis, 1994. 


By applying the lower and upper 
ranges of exposure. OSHA estimates that 
the number of nonsmoking employees 
exposed to ETS to be 13.9 to 36.1 
million employees. 


•A rooking orttinancamcy moon any local law 
which •dd r t a io * public rooking la toam Xathioo to 
protect non-emoken. 


C. Nonregulatocy Aitematives 
(1) Introduction 

The declared purpose of the 
Occupational Safety and Health (OSH) 
Act of 1970 is * * to assure so far 


as possible every working man and 
woman in the Nation safe and healthful 
working conditions and to preserve our 
human resources. * * *" Thus, the Act 
requires the Secretary of Labor, when 
promulgating occupational safety and 
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health standards for toxic materials or 
harmful physical agents, to set the 
standard “* * * that most adequately 
assures, to the extent feasible, on the 
basis of the best available evidence, that 
no employee will suffer material 
impairment of health or functional 
capacity. * * * " It is on the basis of 
this congressional directive that OSHA 
has initiated regulatory actions to 
reduce the adverse health effects 
associated with occupational exposure 
to indoor air pollutants. 

The discussion below assesses the 
requisite preconditions for optimal 
safety in the context of a free market 
economy, and real world economic 
factors are compared with the free 
market paradigm to illustrate the 
shortcoming of the nonregulatory 
environment. 

(2) Market Imperfections 

Economic theory suggests that the 
need for government regulation is 
greatly reduced where private markets 
work efficiently and effectively to 
allocate health and safety resources. The 
theory typically assumes perfectly 
competitive labor markets where 
employees, having perfect knowledge of 
job risks and being perfectly mobile 
among jobs, command wage premiums 
that fully compensate for any risk of 
future harm. Thus, theoretically, the 
costs of occupational injury and illness 
are borne, initially by the firms 
responsible for the hazardous workplace 
conditions and ultimately by the 
consumers who pay for the final goods 
and services produced by these firms. 
With all costs internalized, private 
employers have an Incentive to reduce 
hazards wherever the cost of hazard 
abatement is less than the total cost to 
the firm, the work force, and society of 
the expected injury or illness. 

The conditions of perfect competition 
do not need to be completely satisfied 
in order for the forces of the market to 
approximate an efficient outcome. 
However, some market imperfections 
can produce sub-optimal results that 
can be improved upon with regulatory 
action. In the case of this rulemaking, 
employees face a significant health risk 
which is not adequately addressed by 
current nonregulatory alternatives. 
OSHA, therefore, believes that it must 
take appropriate actions to provide 
greater health protection for workers 
exposed to toxic substances. 

Although OSHA believes that 
adequate job safety and health could 
exist in the private market under perfect 
conditions, the private market often fails 
to provide acceptable levels of safety 
and health in instances where these 
conditions are not met. It appears that 


at least two of several conditions 
traditionally considered essential 
components of perfect markets are 
absent from the environment in which 
employees are exposed to hazards 
associated with exposure to indoor 
pollutants: (1) Perfect employee 
knowledge of risks and (2) perfect 
employee mobility between jobs. 

First, evidence on occupational health 
hazards in general suggests that in the 
absence of immediate or clear-cut 
danger, employees and employers have 
little incentive to seek or provide 
information on the potential long-term 
effects of exposure. Employers faced 
with potentially high compensatory 
payments may, in fact, have a 
disincentive to provide information to 
employees. When relevant information 
is provided, however, employers and 
employees might still find informed 
decisionmaking a difficult task, 
especially where long latency periods 
precede the development of chronic 
disabling disease. Moreover, if signs and 
symptoms are nonspecific—that is, if an 
illness could be job-related or could 
have other causes—employees and 
employers may not link disease with 
sucn occupational exposure. 

Second, even if workers were fully 
informed of the health risks associated 
with exposure to hazardous substances, 
many face limited employment options. 
Nontransferability of occupational skills 
and high national unemployment rates 
sharply reduce a worker’s expectation of 
obtaining alternative employment 
quickly or easily. 

In many regions of the country, the 
practical choice for workers is not 
between a safe job and a better paying 
but more hazardous position, but simply 
between employment and 
unemployment at the prevailing rates of 
pay and risk. In addition to the fear of 
substantial income loss from prolonged 
periods of unemployment, the high 
costs of relocation, the reluctance to 
break family and community ties, and 
the growth of institutional factors such 
as pension plans and seniority rights 
serve to elevate the cost of job transfer. 
Thus, especially where wages are more 
responsive to the demands of more 
mobile workers who tend to be younger 
and perhaps less aware of job risks, 
hazard premiums for the average worker 
will not be fully compensated. Where 
this is the case, labor market 
negotiations are unlikely to reflect 
accurately the value that workers place 
on health. 

In addition to these market 
imperfections, externalities occur if 
employers and employees settle for an 
inefficiently low level of protection 
from hazardous substances. For the 


competitive market to function 
efficiently, only workers and their 
employers should be affected by the 
level of safety and health provided in 
market transactions. In the case of 
occupational safety and health, 
however, society shares part of the 
financial burden of occupationally 
induced diseases, including the costs of 
premature death, chronic illness, and 
disability. Those individuals who suffer 
from occupationally related illnesses are 
cared for and compensated by society 
through taxpayer support of social 
programs, including welfare, Social 
Security, and Medicare. 

If private employers do not have to 

ay the full cost of production, they 

ave no economic incentive to reduce 
hazards whenever the cost of hazard 
abatement is greater than the cost of the 
expected illness. In this way, the private 
market fails to produce optimal levels of 
safety. 

(3) Alternative Non-regulatory Options 

Based on the above evidence, OSHA 
has concluded that the private market 
has failed to provide optimal levels of 
safety to employees. Consequently, 
some form of intervention that fosters 
safer work environments must be used 
to reduce occupational exposure. 
Because such intervention need not 
occur through government regulation, 
OSHA has considered the effectiveness 
of other non-regulatory options: (1) 
relying on tort litigation and (2) relying 
on workers’ compensation programs. 

(a) Tort Liability . The use of liability 
under tort law is one nonregulatory 
alternative that has been increasingly 
used in litigation concerning 
occupationally related illnesses. Prosser 
[Ex. 4-256] describes a tort, in part, as 
a "civil wrong, other than a breach of 
contract, for which the^court will 
provide a remedy in the form of an 
action for damages". 

If the tort system applies, it would 
allow a worker whose health has been 
adversely affected by occupational 
exposure to a hazardous substance to 
sue and recover damages from the 
employer. Thus, if the tort system is 
effectively applied, it might shift the 
liability of direct costs of occupational 
disease from the worker to the firm 
under certain specific circumstances. 

With very limited exceptions, 
however, the tort system is not a viable 
alternative in dealings between 
employees and employers. All states 
have legislation providing that Workers' 
Compensation is either the exclusive or 
principal remedy available to employees 
against their employers. Thus, under 
tort law K v r orkers with an occupational 
disease caused by exposure to a 
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hazardous substance can only hie a 
product liability suit against a third 
party manufacturer, processor, 
distributor, sales firm, or contractor. It is 
often difficult, however, to demonstrate 
a direct link between an exposure to a 
hazardous substance and the illness. 

In order to pursue litigation 
successfully, there must be specific 
knowledge of the magnitude and 
duration of a worker’s exposure to a 
hazardous substance, as well as the 
causal link between die disease and the 
occupational exposure. Usually, it is 
extremely difficult to isolate the role of 
occupational exposures in causing the 
disease, especially if workers are 
exposed to many toxic substances and 
the exposure is not necessarily limited 
to the workplace such as the case for 
ETS. This difficulty is further 
compounded by the long latency 
periods that are frequently involved. In 
addition, the liable party must be 
identifiable, but workers may have 
several employers over a working 
lifetime. The burden of proof that an 
occupational exposure to a hazardous 
substance occurred, that a specific 
employer is the liable party, and that the 
exposure level was significant may 
prohibit the individual from initiating 
the suit. 

There are an increasing number of 
lawsuits that are related to health effects 
to building occupants from poor indoor 
air quality. These lawsuits are typically 
filed after the illness or health effect h*f 
been diagnosed. In this sense, increasing 
pressure is being placed on businesses. 
However, the legal pressure currently 
does not relate to the implementation of 
a clean indoor air policy (e.g., legal 
action is not currently being taken just 
because a company does not have a 
clean indoor air policy. These actions 
are event related as opposed to being 
policy related). 1AQ litigation is growing 
rapidly and the focus is shifting from 
residential to commercial facilities. 
Examples to emphasize that are the 
recent $12.5 million claims against the 
Social Security Administration for the 
Richmond, California episode of 
Legionnaire’s disease, the Call versus 
Prudential case in which building 
tenants settled with the defendants in 
what may have been the first Jury trial 
in sick building litigation, and a suit by 
Hamilton, Ohio, county employees 
against their office building owners 
alleging exposure to fumes, bacteria, 
fungi, dust and irritants (Ex. 3-575). 

Legal proceedings do not internalize 
occupational illness costs because they 
involve substantial legal fees associated 
with bringing about court action. In 
deciding whether to sue, the tort victim 
must be sure that the size of the claim 


will be large enough to cover legal 
expenses. In effect, the plaintiff is likely 
to face substantial transaction costs in 
the form of a contingency fee, 
commonly 33 percent, plus additional 
legal expenses. The accused firm must 
also pay for its defense. The high costs 
and uncertainties associated with tort 
law make it an inefficient mechanism 
for ensuring adequate protection of. 
workers’ health. 

Insurance and liability costs are not 
borne in full by tiie specific employer 
responsible for the risk involved. For 
firms that are insured, the p remium 
determination process is such that 
premiums only partially reflect changes 
in risk associated with changes in 
exposure to hazardous substances. This 
lack of complete adjustment is the so- 
called “moral hazard” problem, which 
is the risk that arises from the possible 
imprudence of the insured. As the 
insured firm has paid an insurance 
company to assume some of the risks, 
that firm has less reason to exercise the 
diligence necessary to avoid losses. 
Transfer of risk is a fundamental source 
of imperfection in markets. 

There is a growing number of state 
and local laws and ordinances 
controlling smoking. Armed with new 
data that show health effects from 
indoor air pollutants, plaintiffs who 
believe that they have been injured by 
the air inside their workplaces are 
beginning to take the offensive. They are 
lobbying on the local, state and federal 
levels for protective legislation, and in 
the absence of such legislation, they are 
suing for damages to their health. These 
cases are complex not only in the nature 
of the technical proof that must be 
developed and presented, but also in the 
number of parties involved. Suits have 
been filed against architects, builders, 
contractors, building product 
manufacturers and realtors [Ex. 3-662J. 

(b) Workers' Compensation . The 
Workers’ Compensation system is a 
result of the perceived inadequacies in 
liability or insurance systems to compel 
employers to prevent occupational 
disease or compensate workers fully for 
their losses. The system was diesigned to 
internalize some of the social costs of 
production, but in reality it has fallen 
short of compensating workers 
adequately for occupationally related 
disease. Thus, society shares the burden 
of occupationally related health effects, 
premature mortality, excess morbidity, 
and disability through taxpayer support 
of social programs such as welfare. 

Social Seornty disability payments, and 
Medicare. 

Compensation tends to be inadequate 
especially in permanent disability cases, 
in view of the expiration of benefit 


entitlement and the failure to adjust 
benefits for changes in a worker's 
expected earnings over time. As of 
January 1387, eight states restricted 
permanent disability benefits either by 
specifying a maximum number of weeks 
for which benefits could be paid or by 
imposing a ceiling on dollar payments 
[Ex. 4-302]. 

At present, time and dollar 
restrictions on benefit payments are 
even more prevalent in the area of 
survivor benefits. The duration of 
survivor benefits is often restricted to 10 
years, and dollar maximums on survivor 
payments range from $7,000 to $60,000. 
In addition, it should be noted that if 
the employee dies quickly from the 
occupational illness and no 
dependents, the employer need pay 
only nominal damages under Workers’ 
Compensation (e.g., a $1,000 death 
benefit). 

Finally, in spite of current statutory 
protection, disability from occupational 
diseases represents a continuing, 
complex problem for Workers* 
Compensation programs. Occupational 
diseases may take years to develop, and 
more than one causal agent may be 
involved in their onset Consequently, 
disabilities resulting from 
occupationally induced illness often are 
less clearly defined than those from 
occupationally induced injury. As a 
result. Workers* Compensation is often 
a weak remedy in the case of 
occupational disease. Indeed, there is 
some evidence indicating that the great 
majority of occupationally induced 
illnesses are never reported or 
compensated [Ex. 4-84]. 

The insurance premiums paid by a 
firm under the Workers* Compensation 
system are generally not experience 
rated; that is, they do not reflect the 
individual firm’s job safety and health 
record. About 80 percent of all firms are 
ineligible for experience rating because 
of their small size. Such firms are class 
rated, and rate reductions are granted 
only if the experience of the entire class 
improves. Even when firms have an 
experience rating, the premiums paid 
may not accurately reflect the true 
economic losses. Segregation of loss 
experience into classes is somewhat 
arbitrary, and an individual firm may be 
classified with other firms that have 
substantially different normal accident 
rates. An experience rating is generally 
based on the benefits paid to workers, « 
not on the firm’s safety record. Thus, 
employers may have a greater incenti 
to reduce premiums by contesting-' 
claims than by initiating safety 
measures. 

In summary, the Workers’ 
Compensation system suffers from 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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several shortcomings that seriously 
reduce its effectiveness in providing 
incentives for firms to create safe and 
healthful workplaces. The scheduled 
benefits are significantly less than the 
actual losses to the injured workers, and 
recovery is often very difficult in the 
case of occupational diseases. Thus, the 
existence of a Workers' Compensation 
system limits an employer’s liability 
significantly below die actual costs of 
the injury. In addition, premiums for 
individual firms are unlikely to be * 
specifically related to that firm’s risk 
environment. The firm, therefore, does 
not receive the proper economic signals 
and consequently fails to invest 
sufficient resources in reducing 
workplace injuries and illnesses. The 
economic costs not borne by the 
employer are borne by the employee or, 
as is often the case, by society through 
public insurance and welfare programs. 

(4) Conclusion 

OSHA believes that there are no 
nonregulatory alternatives that 
adequately protect workers from the 
adverse health effects associated with 
exposure to indoor air pollution. Tort 
liability laws and Workers' 
Compensation provide some protection, 
but due to market imperfections they 
have not been sufficient. Some 
employers have not complied 
voluntarily with standards 
recommended by professional 
organizations. The deleterious health 
effects resulting from continued 
exposure to hazardous substances 
require a regulatory solution. 

D. Benefits 

In this chapter. OSHA presents its 
preliminary estimates of the expected 
reduction in fatalities and illnesses 
among the employees affected by the 
proposed IAQ standard. A qualitative 
description of the non-quantifiable 
additional cost savings to employers, is 
also provided. 

1. Indoor Air Quality 

Health effects typically caused by 
poor IAQ have been categorized as Sick 
Building Syndrome (SBS) or Building- 
Related Illness (BKI). Some of the 
symptoms that characterize SBS 
include: irritation of eyes, nose and 
throat, dry mucous membranes and skin 
and coughs, hoarseness of voice and 
wheezing, hypersensitivity reaction, 
nausea and dizziness. 

BRI describes specific medical 
conditions of known etiology such as: 
Respiratory allergies, legionellosis, 
humidifier fever, nosocomial infections, 


sensory irritation when caused by 
known agents and the symptoms and 
signs characteristic of exposure to 
chemical or biologic substances such as 
carbon monoxide, formaldehyde, 
pesticides, endotoxins or mycotoxins. 
BRIs do not disappear when the person 
leaves the building. 

The Centers for Disease Control 
Prevention estimate that over 25,000 
cases of the pneumonia caused by 
Legionella occur each year with more 
than 4,000 deaths, it has been suggested 
that a large number of these cases occur 
as the result of workplace exposure 
[Exs. 4-33, 4-318]. However, specific 
data on the occurrence of Legionellch 
related cases due to workplace exposure 
were not available. 

Some of the reductions attributable to 
the proposed standard, such as 
decreases in the number of upper 
respiratory symptoms (nose, throat and 
eye symptoms) and severe headaches 
have been estimated. Other reductions, 
however, have not been quantified at 
this time. 

OSHA's estimates are based upon the 
exposure profile (presented in Table VI- 
5) and OSHA’s quantitative risk 
assessment discussed in detail in the 
preamble to the proposal). OSHA 
preliminarily estimates the risk of 
working in mechanically ventilated 
workplaces to be 57 severe headaches 
and 85 upper respiratory symptoms per 
1,000 employees over a 45 year work 
lifetime. By applying these rates to the 
affected population at risk, OSHA 
estimates that 3.8 million severe 
headaches and 5.6 million upper 
respiratory symptoms will develop in 
employees over the next 45 years who 
work in buildings with mechanical 
ventilation (with the worker population 
held constant). 

A common theme that runs through 
the literature and the OSHA docket 
indicates that the principal factor 
associated with indoor air quality 
complaints is inadequate ventilation. 
However, information available does not 
quantify the effectiveness of ventilation 
improvements. NEMI reports that: 
“ventilation system modifications and 
improvements are key elements of 
solving existing IAQ problems and 
reducing IAQ complaints. In every case 
where recommended ventilation system 
modifications and improvements are 
implemented, the frequency and 
severity of complaints are reduced 
significantly" [Ex. 3-1183). 

Some of the submissions base the 
effectiveness of ventilation 
improvements on the NIOSH analysis qf 
indoor air quality investigations [Exs. 3^ 


1183, 3-1090). In approximately 500 
indoor air quality investigations, NIOSH 
found that the primary causes of indoor 
air quality problems were inadequate 
ventilation (52%), contamination from 
outside the building (10%), microbial 
contamination (5%), contamination 
from building fabric (4%), and unknown 
sources (13%). Excluding contamination 
from building fabric and unknown 
sources, this suggests that 83 percent of 
complaints related to IAQ problems 
would be eliminated by the proposed 
OSHA standard. For purposes of this 
analysis, OSHA assumes that the overall 
effectiveness is, therefore, 80 percent. 

As shown in Table VI-5, OSHA 
estimates that the proposed standard 
will prevent 3.0 million severe 
headaches and 4.5 million upper 
respiratory symptoms over the next 4* 
years. This is, approximately, 69,000 
severe headaches and 105,000 upper 
respiratory symptoms per year. These 
estimates understate the prevalence of 
building-related symptoms since they 
only reflect excess risk in only air 
conditioned buildings. OSHA believes 
that the standard will also prevent 
severe headaches and upper respiratory 
symptoms in heated (but not air 
conditioned) buildings, and that it will 
prevent various other adverse health 
effects, OSHA is seeking additional 
information upon which to base 
quantifiable estimates of the other 
known adverse health effects. 

OSHA requests comment on the 
methodology of estimating the benefits 
for the IAQ portion of the proposal. 
Specifically, OSHA requests any studies 
which document (in quantitative terms) 
the effectiveness of HVAC maintenance 
on the decline of indoor air related 
ailments. 

2. Environmental Tobacco Smoke 

Tobacco smoke has been classified as 
a carcinogen by the International 
Agency for Research on Cancer, the 
Surgeon General, NIOSH, and the U.S. 
Environmental Protection Agency. The 
National Health Interview Survey of 
Cancer Epidemiology and Control 
(NHIS-CEC) shows that the prevalence 
of cigarette smoking continues to 
decline in smoking among adults by 
approximately 0.50 percent per year. 
Despite these declines, smoking is 
responsible.for an estimated 390,000 
deaths. Exposure to ETS has been 
associated with the occurrence of many 
diseases, such as lung cancer and heart 
disease in nonsmokers and low 
birthweight in the offspring of 
nonsmokers. 
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Table VI-5.—Cases and Cases Avoided of Occupationally Developed Upper Respiratory Symptoms and 
HEADACHES IN BUILDINGS WITH HVAC SYSTEMS OVER A WORKING LIFETIME OF 45 YEARS 


j 

1 

Headaches 

Upper respiratory symp¬ 
toms 

Baseline 

cases 1 

Cases 
avoided due 
to IAQ 
standard 

Baseline 
cases 2 

Cases 
avoided due 
to IAQ 
standard 


14,936 

9,672 

87,978 

307,650 

182,639 

842.666 

387,943 

1,441,160 

507,053 

11,948 

7,737 

70,383 

246,120 

146,111 

674,133 

310,354 

1,152,928 

405,643 

22472 

14,423 

131,196 

458,777 

272.357 

1.256,607 
578,511 
2,149.099 
756,132 

17.818 

11,538 

104,957 

367,021 

217,885 

1,005,266 

462,809 

1,719,279 

604.906 


Cr'nstrijr.tKin .............— 


T mnsfYirtatinn .......... 

Whn'oeiAlp and retail trade..... 

Finance insurance real estate ....... 

cpfvtrp ^ ........... 


Total . v .-. 

3,781,698 

3,025,358 

5,639.374 

4,511,499 


> Based on OSHA estimate of occupational headache risk ot 57 per 1,000 employees over a working lifetime of 45 years. 

2 Based on OSHA estimate of occupational upper respiratory symptoms risk of 85 per 1000 employees over a working iifet-me of 45 years. 
OSHA estimate for cases prevented through proposed standard is 80 percent 
Source: OSHA, Office of Regulatory Analysis, 1994. 


OSHA’s estimates are based upon the 
exposure profile (presented in Table VI- 
31 and OSHA’s quantitative risk 
assessment (discussed in detail in the 
preamble to the proposal). The OSHA 
estimates of lifetime risk of death 
tributable to exposure to ETS in the 
/orkplace range between 0.4 and 1 for 
lung cancer and between 7 end 16 for 
coronary heart disease, per 1,000 
exposed employees. OSHA’s estimate of 
the attributable risks suggest that all 
baseline cases of lung cancer and 
coronary heart disease will be prevented 


due to elimination of exposure of 
nonsmokers to ETS in the workplace. 

Table VI-6 presents estimates of the 
incidence of work-related cases avoided 
of lung cancer and heart disease 
following either the banning of smoking 
in the workplace or limiting smoking to 
designated smoking areas. OSHA 
estimates that approximately between 
5,583 and 32,502 cancer deaths and 
97,700 to 577,818 coronary heart disease 
deaths related to occupational exposure 
to ETS will be prevented over the next 
45 years. This represents 140 to 722 


cancer deaths per year and 2,094 to 
13,001 heart disease deaths per year. 

3. Costs Savings 

OSHA has also preliminarily 
determined that the estimated number 
of deaths or illnesses prevented 
understates the actual benefits that 
would occur under the proposed 
standard. Significant additional - 
economic benefits, apart from the lives 
saved and illnesses averted, are 
anticipated most of which can not be 
quantified at this time. 


Table Vi-6 .—Cases AvotoEO of Occupationally Developed Lung Cancer and Coronary Heart Disease Per 
Employees Exposed to ETS Over a working Lifetime of 45 Years 



Number of non-smoking em¬ 
ployees exposed to ETS at 
work 

Coronary heart 1 disease 
avoided 

Lung cancer® deaths 
avoided 

Lower 
: bound 

1 Upper 
j bound 

Lower 

bound 

Upper 

bound 

Lower bound 

Upper bound 

Agriculture, forestry, fishing ..-.-. 

Mining.-.-.— 

Construction . 

Manufacturing... 

Transportation .-.~.-.. 

Wholesale and retail trade .—-- 

Finance, insurance, real estate.-. 

Services.. 

Government..- 

1 189.606 

46,885 
654,565 
2,454.724 
743.623 
3,581.778 
751,493 
4,079.510 i 
1,455.027 ; 

490,597 
121,313 
1,693,655 
6.351,433 
1.924,089 
9.267,685 
1,944,454 
10,555,543 1 
3.764316 

1427 
328 
4,582 
17.183 
5405 
25,072 
5,260 | 
28,557 1 
10,185 ! 

7350 

1,941 

27.098 

101324 

30,785 

148,283 

31,111 

168,889 

60437 

76 

19 

262 

982 

297 

1.433 

301 

1,632 

582 

442 

109 

1,524 

5,716 

1,732 

8,341 

1,750 

9,500 

3,388 

Total.... 

13,957.212 ! 

36,113,636 

97,700 

577,818 

5,583 1 

32402 


i OSHA estimate of occupational cofonary heart disease risk for lower and upper bound exposure ot 7 to 16 per 1,000 employees over a work- 


ing life of 45 years. 

2 OSHA estimate of occupational lung cancer risk for lower and upper bound exposure of 0.4 
45 years. 


to 0.9 per 1.000 employees over a working life of 


Source: OSHA, Office of Regulatory Analysis, 1994. 


The major forms of these savings are 
efficiency and productivity 
improvements, cost reductions in 


operations and maintenance, and 
reduced incidence of property damage. 

(a) Worker Productivity. Productivity 
gains are realized when less labor input 


is required per unit of production. A 
productivity gain can, therefore, take the 
form of either a decrease in the labor 
hours needed to maintain the level of 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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production or in the form of increased 
pioduction and net income for the 
establishment. 

Productivity losses due to indoor air 
quality may take several forms: 
employees may be less effective because 
they feel fatigued or suffer from 
headaches, eye irritation or other effects. 
Employees may accomplish less per 
hour worked or may spend more time 
away from their work location (e,g„ 
taking breaks or walks outdoor). One 
company indicated that “since two of 
my employees have refrained from 
smoking while working.... their 
production has increased and their 
overall health seems better to say 
nothing of the health of those working 
around them” [Ex. 3-192). In addition 
to individual productivity, the quality of 
indoor air affects organizational 
productivity such as the visitor and 
customer satisfaction, impact on sales 
and revenue and repeat customers. 

Little data exist on productivity lost 
due to poor indoor air quality. A survey 


of 94 state government office buildings 
attributes an average productivity loss of 
14 minutes per day or 3.0 percent to 
poor indoor air quality [Ex. 3-1075H2]. 
Based on information gathered from 
published resources, the National 
Energy Management Institute estimates 
that there is an increase in productivity 
of 3.5 percent or approximately 15 
minutes per day for employees in a 
building that starts as an unhealthy 
building, and after IAQ improvements, 
becomes a healthy building [Ex. 4-240|, 
To monetize the productivity 
improvements resulting from 
implementation of the proposed IAQ 
standard. OSH A multiplied the average 
employee payroll by 3.0 percent. As 
shown in Table VI-7, monetized 
productivity improvements is estimated 
at an annual $15 billion. 

OSHA requests any studies relating to 
productivity effects relevant to the 
proposal be submitted. 

(b) Property Damage. Maintenance 
and Cleaning Costs. High concentrations 


of contaminants in indoor air can have 
adverse effects on materials and 
equipment. Damages may include 
corrosion of electronic components and 
electrical current leakage, which may 
eventually result in equipment 
malfunction. The costs of materials and 
equipment damage by indoor air 
pollutants include maintenance, repair, 
and/or replacement costs resulting from 
(1) soiling or deterioration of a 
materials's appearance, or (2) reduced 
service life for corroded or degraded 
appliances, furnishings, and equipment 
[Ex. 3-1G75H2). 

Bell Communications Research 
reported that the seven regional 
telephone companies have spent large 
sums ranging from $10,000 to $380,000 
per event to replace, clean and repair 
switches and other electronic 
equipment malfunctioning as a result of 
indoor air contaminants. 


Table Vl-7 .—Average Annual Cost Savings From Compliance With the IAQ Proposed Standard Due to 

Productivity Gains 



Number of em¬ 
ployees ex¬ 
posed to poor 
IAQ 

Average an¬ 
nual payroll 
per em¬ 
ployee 

Annual 
productiv¬ 
ity' im¬ 
prove¬ 
ments (mil¬ 
lion) 

Agriculture, forestry, fishing . 

83,715 

54,210 

493,125 

1,724,400 

1.023,705 

4,723.200 

2,174,445 

8.077.800 

2.642,068 

$16,290 

32.375 
25.286 

28.376 
29,655 
20.405 

28.377 
20,811 
32.570 

$41 

53 

374 

1,468 

911 

2,891 

1.851 

5,043 

2,777 

Mining......... 

Construction ........... 

Manufacturing ........... 

Transportation.......-. 

Wholesale and retail trade ......... 

Finance, insurance, real estate ............. 

Services ....... 

Government ........ 

Total . 

21,196.668 

15,409 


1 Based on productivity toss of 3.0 percent 

Sources: U.S. Department of Labor, OSHA, Office of Regulatory Analysis. 1994. U.S. Department of Labor. Bureau of Labor Statistics. Em¬ 
ployment and Wages Annual Averages, 1991. U.S. Bureau of the Census. County Business Patterns, 1990. January 1993. 


Microbial contamination can cause 
significant damage to buildings and 
equipment and there is anecdotal 
evidence that damage can be so severe 
as to make a building unfit for human 
occupation. OSHA requests comment on 
the explicit or implicit rental value 
affected in buildings with such 
problems. 

No quantitative estimates are 
available on the effects of indoor air on 
equipment. OSHA requests more 
information on the effects of indoor air 
on materials and equipment. 

Indoor air pollutants and in particular 
ETS contribute to increased 
maintenance and cleaning expenses. 
Increased maintenance and cleaning 


costs include: the need to paint walls 
more frequently, need to clean, repair 
and replace furniture, upholstery, 
carpeting and curtains or drapes that 
have cigarette bums and or odors; the 
need to wash windows, showcases, and 
other surfaces that attract ash and dust; 
and the need to clean ashtrays. A survey 
of 2,000 companies that had adopted 
no-smoking policies found that 60 
percent of these companies were able to 
reduce their cleaning and maintenance 
costs. The savings have been estimated 
at about $500 per smoker per year (3). 

If establishments decide to ban 
smoking in the workplace, the proposed 
standard would result in virtually 
eliminating all smoking related fires. 


fire fatalities and injuries and direct 
property damage. Smoking is a leading 
cause of fire related fatalities. During the 
1980's, the National Fire Protection 
Association reports that smoking 
materials were the cause of over 200,000 
fires per year. This resulted in more 
than 1,000 civilian fatalities and 3,000 
civilian injuries and approximately 
$300 million in direct property damage. 
During the period of 1989 to 1990, there 
was an average of $115 million in direct 
property damage due to non-residential 
smoking related fires which resulted in 
36 fatalities and 3,212 injuries. OSHA 
will further investigate this issue and 
requests available data from the public. 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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E. Technological Feasibility and 
Compliance Costs 

This section presents OSHA's 
preliminary compliance cost estimates 
for the proposed standard on indoor air 
quality. The cost analysis covers the 
major proposed provisions for which 
data are available. 

OSHA requests more information on 
the consideration for the relationship of 
employers and facility owners. The 
decision to implement any IAQ 
improvements will be greatly influenced 
by the relationship between employers 
and landlords. Since changes in 
building ventilation systems will be 
made by landlords, employers may have 
to negotiate agreements to ensure that 
they can meet the OSHA standard. On 
the requirement for ETS, landlords in 
tujta are likely to pressure employers to 
ban smoking; thereby, forestalling any 
need for construction of designated 
smoking rooms. This section also 
examines the technological feasibility of 
complying with proposed regulation. 

1. Technological Feasibility 

As interpreted in the Benzene and 
Cotton Dust cases, the Occupational 
Safety and Health Act of 1970 requires 
that the Agency, with regard to exposure 
to toxic substances, is to reduce 
significant risk of material health 
impairment to the extent feasible. 
Accordingly, as part of the investigation 
of the potential effects of the OSHA 
proposal, OSHA has examined-both the 
technological and economic feasibility 
of the proposal. The economic 
feasibility assessment appears later. 

OSHA r s assessment of the 
technological feasibility is based on an 
examination of what would be required 
to comply with the proposal, along with 
a review of existing practices among 
affected establishments. With regard to 
this proposal, problems with 
technological feasibility, by and large, 
are not evident. Employers are required 
to operate their HVAC systems within 
those parameters originally designated 
for the equipment. While many 
employers may choose to provide 
separately ventilated smoking areas, this 
is an option, not a requirement, under 
the proposed regulation. This 
technology is widespread currently and 
can be used to achieve compliance with 
the proposed standard. 


For example, in some situations, such 
as hotels and prisons, employees have 
as their workplace the residence of 
others who live in that building. 
Restaurants, bars and other "public** 
places expose employees to customer's 
tobacco smoke. While it is 
technologically feasible to ban smoking 
in those establishments, there may be 
other problems, legal and economic. 
While it is theoretically possible to 
minimize employee exposure to ETS in 
such a work environment through 
special ventilation, in the absence of 
modified customer service 
arrangements, actually eliminating 
worker exposure to ETS would likely 
prove difficult. Consequently, the 
selection process for one of the smoking 
policy alternatives for a particular 
workplace must consider both the 
physical limitations of the building or 
firm and the building's use. In addition, 
s6me employers may be using their 
building facilities for purposes for 
which the original design did not 
intend, and for which retrofitting might 
prove difficult. OSHA requests 
comment on those workplaces for which 
compliance with the proposed standard 
would prove technologically 
challenging, OSHA will consider 
additional information on the ability of 
firms to implement IAQ programs. 

2. Compliance Costs 

OSHA estimated preliminary costs of 
complying with the proposed standard. 
OSHA's cost assumptions and 
methodologies are based on information 
available from the rulemaking record. 
Further detailed industry analysis will 
be developed by the Agency. 

Table VI-6 contains OSHA's estimates 
of the annualized first-year and the 
annual recurring costs of full 
compliance with the proposed rule. The 
annualized first-year cost of compliance 
is $1.4 billion. The cost for eliminating 
exposure to ETS may range from $0 to 
$68 million depending on whether 
establishments shall ban smoking or 
allow smoking in designated areas. 
OSHA estimated that the annual cost of 
compliance with the IAQ standard will 
be $8.1 billion, of which the most costly 
provision will be for the building 
systems operation and maintenance, 

$8.0 billion. 


OSHA developed cost estimates for 
the affected industries using the 
following categories of information: (1) 
Provisions.of the proposed standard 
requiring activities; (2) the number of 
potentially affected buildings, 
establishments and employees; (3) the 
percentage of establishments or 
buildings in each industry currently in 
compliance with each proposed 
requirement; and (4) the unit costs for 
bringing establishments into compliance 
with the various provisions of the 
proposed standard. These four items 
were combined to produce OSHA's 
estimated costs of compliance. 

Costs were estimated on an annual 
basis, with total annual costs calculated 
as the sum of annualized initial costs 
and annual recurring costs- All capital 
costs and non-recurring first year costs 
were ann ualize d over the service life of 
the equipment or administrative 
activity, at a discount rate of 10 percent. 

(a) Developing Indoor Air Quality 
Compliance Programs. The proposed 
standard requires establishments to 
prepare written operations plans which 
would describe Information required for 
the daily operation and management of 
the building systems * and maintenance. 
The plan should provide an overview of 
the building and system, using a short 
text description and single-line 
schematics or as-built construction 
documents. The operations information 
would also describe how to operate the 
HVAC systems so that it performs with 
the reported design criteria. In addition, 
the operations information should 
include: (1) Special procedures like 
seasonal start-ups and shutdowns, and 
(2) a list of operating performance 
criteria such as minimum outside air 
ventilation rates, potable hot water 
storage and delivery temperatures, range 
of space relative humidities and any 
space pressurization requirements, (3) 
an evaluation of the need to retrofit the 
HVAC system when the design 
occupancy levels are exceeded, and (4) 
a checklist for visual inspection of 
building systems. 

* Building systems include but are not limited to 
the heating and air conditioning (HVAC) system, 
the potable water systems, the energy management 
system aiKi all other systems in a facility which 
may impact IAQ. 


Source: https://www.industrydoci 5nts.ucsf.edu/docs/nswl0000 
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Table VI-8.— Summary of Compliance Costs for Proposed OSHA Indoor Air Quality Standard 



Annualized 

cost 

(Smillion) 

Recurring 

cost 

(Smillion) | 

Annual 

cost 

(Smillion) 

IAQ written compliance program .. 

S21.1 

_ 

S21.2 

IAQ maintenance and operation program ... 

1,281.1 

S6,697.4 

7,978.5 

Information and Training: 

Maintenance workers... 

0.5 

0.8 

1.3 

All employees . 


_ 

Controls foe environmental tobacco smoke' ...... 

0-68.1 

__ 

0-68.1 



Total .... 

1,371.0 

6.698.2 

8,069.1 



' Costs Incurred are dependent on whether establishments will totally ban smoking or allow smoking in designated areas. 
Source: U.S. Department of Labor, OSHA, Office of Regulatory Analysis, 1994. 


The maintenance written plan will 
also include a description of the 
equipment to be maintained and the 
recommended maintenance procedures 
and frequency of performance. 
Preferably, the plan should contain the 
equipment maintenance manuals issued 
upon completion of facility 
construction. For establishments in 
buildings with natural ventilation, 
employers will develop a plan to assure 
that windows, doors, vents, stacks and 
other portals designed or used for 
natural ventilation are in operable 
condition. 

The cost associated with compiling 
such information will vary depending 
on the size of the establishment 
building, the complexity of the building 
system, the extent to which such 
information is already available, and 
type of occupancy {e.g., single 
establishment or multi-establishment). 

In some cases some establishments 
especially the large ones may already 
have developed such information. For 
example, in 1986, IBM initiated a 
program by first evaluating building 
design, operation and maintenance and 
as a result, an 1AQ program was devised 
to include: a model operation/ 
maintenance and IAQ awareness 
program for building operation/ 
maintenance personnel, an updated 
building commissioning document and 
appropriate building lease and 
contracted operation/maintenance 
agreements [Ex. 3-904]. There are no 
data on the number of establishments 
with IAQ programs. Based on 
information in the docket, OSHA 
assumed that 95 percent of all 
establishments are required to develop 
the IAQ compliance program 
information. 

In addition, employers are required 
to: (1) identify a designated person who 
is given the responsibility of the LAQ 
compliance program, (2) keep written 
records of employee complaints of 
building-related illness and 
maintenance records, and (3) set up 


procedures to be utilized during 
renovation and modeling to minimize 
degradation of the indoor air quality of 
employees performing such activities 
and employees in other areas of the 
building. 

The cost equation for developing the 
written LAQ compliance program: 

Ca=H n xPcX((W|XT t )+(W m xT 2 )) 

where 

Co=the cost of developing operation and 
maintenance information 

E„=the number of establishments 

P c =the percentage of establishments to 
develop operation and maintenance 
information (95%) 

W t =the technician wage rate (S15.51 hourly 
compensation rate) 

Ti=the technician time required to compile 
and develop building system operation 
and maintenance information (1 hour) 

W m =the managerial wage rate ($30.48 
hourly compensation rate) 

Tj=the managerial time required to 
develop some requirements of the 
written plan (15 minutes) 

As presented in Table Vl-9, the one 
time annualized cost of compiling and 
developing the written LAQ compliance 
program is $21.2 million. 


Table Vl-9 .—Cost of Compliance 
for Developing a Written IAQ 
Program 



Total no. of 
establish¬ 
ments 

Annualized 
first year 
cost' 
(Smillion) 

Agriculture, for- 



estry, fishing . 

260,801 

$0.91 

Mining. 

22,861 

0.08 

Construction . 

642,972 

2.24 

Manufacturing ... 

389,392 

1.35 

Transportation .. 

243,769 

0.85 

Wholesale and 



retail trade. 

1,929,891 

6.71 

Finance, insur¬ 



ance, real es¬ 



tate . 

526,378 

1.83 

Services. 

1,933,750 1 

6.73 

Government. 

135,496 

0.47 


Table Vl-9 .—Cost of Compliance 
for Developing a Written IAQ 
Program— Continued 



Total no. of 
establish¬ 
ments 

Annualized 
first year 
cost' 
(Smillion) 

Total. 

6,085,310 

21.17 


i Based upon 15 minutes of managerial time 
estimated at $30.48/hr and one hour of techni¬ 
cian time estimated at $15.51 /hour. Assumes 
5 percent existing compliance. Cost is 
annualized over 10 years at a 10 percent in¬ 
terest rate. 

Source: U.S. Department of Labor, OSHA, 
Office of Regulatory Analysis, 1994. 

(b) IAQ Operation and Maintenance 
Program. The proposed standard 
requires maintenance and inspection of 
the building system components that 
directly affect IAQ. Specifically, the 
HVAC system should provide at least 
the outside air ventilation rate based on 
actual occupancy, building code, 
mechanical code or ventilation code and 
that carbon dioxide concentration does 
not exceed 800 parts per million. In 
approximately 500 indoor air quality 
investigations, NIOSH found that the 
primary cause of indoor air quality 
problems is inadequate ventilation (52 
percent). 

Other actions required include: (1) 
Control of humidity in buildings with 
mechanical cooling systems, (2) 
implementing the use of general or local 
exhaust ventilation where maintenance 
and housekeeping activities involve use 
of equipment or products which emit air 
contaminants in other areas of the 
facility, (3) maintain mechanical 
equipment rooms and any non-ducted 
air plenums or chases in a clean 
condition. 

OSHA recognizes that not every 
building will have to make all 
recommended changes to improve 
operation and maintenance of the HVAC 
system. In the majority of the cases, 
some improvements can be 
accomplished by changing the setting 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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on a control device or centralized 
control system. Depending on the 
condition of the HVAC equipment, 
inspection and maintenance may 
include simple housekeeping of 
equipment and air transport pathways 
and/or catastrophic failure maintenance 
to repair/replace failed equipment. Also, 
there may be cases where a number of 
buildings will require major changes in 
the HVAC system such as enlarging the 
size of the outside air intake. 

The cost for providing maintenance 
first requires an estimate of the number 
of buildings without regular HVAC 
maintenance. The 1989 Commercial 
Buildings Characteristics survey by the 
Department of Energy estimates that 46 
percent of the buildings have regular 
HVAC maintenance. Therefore, the total 
number of buildings requiring 
maintenance is estimated at 2.3 million. 
OSHA then determined the number of 
problem buildings without HVAC 
maintenance by applying the OSHA 
estimate of 30 percent (presented in 
section B). The number of problem 
buildings without HVAC maintenance is 
estimated at 0.7 million. 

In general, the average cost per year 
to maintain a commercial HVAC system 
is a function of a number of factors. 

These factors include the type of 
system, the age of the system, the size 
of the system, layout of the system, 
reliability of the equipment installed. In 
addition to the physical characteristics 
of the system, the cost per year to 
maintain the system also depends on 
the operation of the system, the 
maintenance policies of the owner, the 
skill levels of the operating engineers 
and maintenance workers, and whether 
the maintenance is carried out by 
employees of the building owner or is 
the-responsibility of an outside 
company. 

Bank of America’s maintenance costs 
for its 2,000 worksites averaged 54 
million per year or an average of 52,000 
per worksite [Ex. 3-552]. One facility, a 


high-rise office building, reported an 
annual cost of approximately 50.6 
million [Ex. 3-448]. DOW Chemical 
Company's estimate for ventilation 
systems maintenance ranges from 50.17 
to $0.25/sq.ft/yr [Ex. 3-502]. Therefore, 
OSHA used an average of 50.21/sq.ft/yr 
to compute the cost of HVAC 
maintenance. 

In addition to regular HVAC 
maintenance, buildings with known 
IAQ problems will require other 
improvements such as (1) relocating air 
intakes and other pathways of building 
entry to restrict the entry of outdoor air 
contaminants, or (2) installing local 
source capture exhaust ventilation or 
substitution within workspaces where 
air contaminants are being emitted, or 
(3) increasing ventilation effectiveness, 
or (4) reduce unwanted infiltration, or 
(5) monitor outside air quantity to meet 
ventilation requirements. The National 
Energy Management Institute developed 
a cost model for implementing IAQ 
improvements which is based on the 
distribution of buildings with IAQ 
problems by climate zone, building 
activity and size, and characteristics of 
ventilation systems. The average cost to 
implement the actions listed above are 
estimated to be 51.14 per square foot 
These improvements will only be 
required for the initial year. 

The cost equation for implementing 
the compliance program is as follows: 

CV=M. (NhXQ+NpxC*+NpXQxA2o) 
where 

Cp=co«t for providing regular HVAC 
maintenance 

M.=roean square footage per building 
(14,000) 

Hr=aumber of buildings without HVAC 
maintenance 

C«=cost per square foot for providing 
HVAC maintenance (50.21) 

Np=number of problem buildings without 
HVAC maintenance 

C,=cost per square foot for providing HVAC 
maintenance and IAQ improvement 
actions (51.14) 


A 2 o= Annualization factor at 10% over 20 
yean (0.117) 

Non-recurring first year costs were 
annualized over 20 years at 10 percent 
interest rate. As presented in Table VI- 
10, the annualized first-year cost is 
estimated at $1.3 billion. OSHA 
anticipates total annual costs of $8.0 
billion. 

(c) Training for HVAC Maintenance 
Workers and Informing Employees 
About the Indoor Air Quality Standard. 
The proposed standard requires training 
for all building maintenance workers 
involved in building system operation 
and maintenance. Standards of 
maintenance vary dramatically in the 
HVAC industry and sometimes are 
deficient where untrained personnel are 
designated to maintain very complex 
systems. 

Training programs for workers must 
include at least information on: (1) How 
to maintain adequate ventilation of air 
contaminants generated during building 
cleaning and maintenance, and (2) how 
to minimize adverse effects on indoor 
air quality during the use and disposal 
of chemicals and other agents. 

The exact cost of training will vary 
among establishments depending on 
whether employees are trained in-house 
or sent to outside training programs or 
consultants. OSHA estimated the costs 
for the trainer who must research, 
prepare and direct the sessions. For the 
time involved in the training session, a 
range of costs for the instructor could be 
developed For example, the wage costs 
for the trainer could represent from 50 
percent of the trainee labor costs (if 
there are only two in the class) to 5 
percent if there are 20 trainees in a 
class. For the preparation time, OSHA 
judged that the trainer will require a 
special study seminar, such as that 
taught by the Building Owners and 
Managers Association International. 


Table VMO.-Cost for System Operation and Maintenance Provision 



Buildings with IAQ problems and with¬ 
out HVAC maintenance 

Buttcfings without HVAC 
maintenance and without 
IAQ problems 

Total an¬ 
nual cost 
(Smffion) 



Annualized i 
cost to im¬ 
prove IAQ 
(S million) 



No. of 
buildings 
with HVAC 

Annual 2 
cost ($ mil¬ 
lion) 

No. of build¬ 
ings 

Annual 
cost 3 (S 
million) 

Agriculture, forestry, fishing — - -- 

26,139 

$49 

$77 

60,990 

$179 

$305 

Mining __ _ _ _ _ 

2,291 

4 

7 

5,346 

18 

27 

Construction . . . . . .. 

64,442 

121 

189 

150,364 

442 

752 

Manufacturing _ _ . _ 

39,027 

73| 

115 

91,062 

268 

456 

Transportation _ _ _ 

24.432 

46 | 

72 

57,007 

168 

285 

Wholesale and retail trade_ ___i 

193,423 

363 1 

569 

451,320 

1,327 

2^58 

Finance, insurance, real estate . .... . 

52,756 

99* 

155 

123,098 

362 

616 

Services . . . .— __ _ 

193,810 i 

363 

570 

452,222 

1,330, 

Z263 
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Table VI-io.—cost for System Operation and Maintenance Provision— Continued 


- 

Buikfings with IAQ problems and with¬ 
out HVAC maintenance 

Buikfings without HVAC 
maintenance and without 
IAQ problems 

Total an¬ 
nual cost 
($ million) 

No. of 
buildings 
with HVAC 

Annualized i 
cost to im¬ 
prove IAQ 
($ million) 

Annual 2 
cost ($ mil¬ 
lion) 

No. of build¬ 
ings 

Annual 
costa <$ 
million) 

Government. 

87,086 

163 

256 

203,200 

597 

1,017 

Total. 

683.404 

1,281 

2,009 

1,594,610 

4,688 

‘ 7,979 



-- — r wi ^ u. ^iiwan ifLAJiopdLrtvLAJiKunuj, annuaitzeo overjcu years ai iu7o ini 

est, ^ ted fof nurr^er of problem buildings without HVAC maintenance using $0.21/sq. ft. 

3 Number of non-problem buildings without maintenance x 14,000 sq. ft (mean floorspace per building) x $0.21 per square foot. 
Source: OSHA, Office of Regulatory Analysis, 1994. 


OSHA assumed that the labor costs 
for the trainer and preparation time are 
approximately equal to 25 percent of the 
trainee’s wage cost during the session. 
OSHA also assumed that 50 percent of 
the workers will require such training. 
The cost equation for maintenance 
workers training is as follows: 

Cf—NmXP mXWnvXTm 
where 

Ct=the cost of training of maintenance 
workers 

N m =the number of maintenance workers 
P m =the percentage of existing compliance 
as estimated by OSHA (50 percent) 
W m =the hourly compensation wage rate for 
maintenance workers (510.95) 
T m =one-haif hour of maintenance worker 
time plus 7.5 minutes for trainer cost 
(37.5 minutes) 

The total cost of training is estimated 
at $6.84 per maintenance worker for a 
half hour program. Table VI-l l, 
presents OSHA’s estimate for the 
number of maintenance workers 
needing training and the associated 
costs. The annualized first year cost is 
estimated at $0.5 million. It was 


assumed that job changes within 
establishments or buildings will require 
retraining. The annual new hire cost is 
estimated at $0.8 million, based upon 
industry turnover rates. Thus OSHA 
estimated annualized cost training to be 
$1.3 million. 

The proposed standard requires 
employers to inform all employees of 
the contents of the standard and its 
appendices. This could be 
accomplished by posting the proposed 
standard at a bulletin board; therefore, 
OSHA did not include a cost for this 
provision. 

(d) Compliance with Related 
Standards. The proposed standard 
requires employees performing work on 
HVAC systems to comply with several 
existing OSHA standards and therefore 
any costs associated with compliance 
with this provision have already been 
considered. This requirement is 
necessary to protect employees from 
exposure to indoor air pollutants and 
exposure to noise. This provision is 
considered to have a de minimus effect 
on all industries and OSHA believes 


that establishments are in full 
compliance with this requirement. 

(e) Air Contaminant-Environmental 
Tobacco Smoke. The primary objective 
of the tobacco smoke provision is to 
eliminate the nonsmoker’s exposure to 
ETS. Under the proposed rule, firms 
will have the option of either banning 
smoking of tobacco products or 
permitting smoking only in designated 
areas. 

OSHA recognizes that not all 
establishments will make available 
designated smoking areas as there may 
be physical constraints on the option of 
providing separate ventilation. Such 
constraints are imposed by the 
building’s design, the buildin g ’s 
mechanical ventilation system's 
capabilities, by costs involved in 
providing adequate ventilation, by the 
occupant use of the building. In some 
cases, establishments located in severe 
climate zones may find it necessary to 
protect their smoking employees from 
weather exposure by providing 
designated smoking areas. 


Table VI—11.—Training Cost for Maintenance Workers 



Building 
mainte¬ 
nance work¬ 
ers 

Mainte¬ 
nance em¬ 
ployees to 
be trained i 

Annualized 
initial costs 
($ million) 

Annual new 
hire training 
cost ($ mil¬ 
lion) 

Annual cost 
($ million) 

Agriculture, forestry, fishing.. 

26,210 

5 460 

13,105 

O 

<r\ air 

cn ni 


Mining... 

CaJ.UI o 

n n/va 

gU.Ui 

JjHi.U 1 

Construction .... 

73i()60 

205,660 

47,720 

143,440 

172,350 

236,160 

NA 

36.530 

if}? fion 

U.UUo 

0.041 

A 11C 

U.UU 

0.07 

ft 1 o 

CLOT 

Manufacturing..... 

0.11 
ft Oft 

Transportation..... 

oq oeo 

U.llO 

n rvo7 

U.IO 

n fto 

0.29 

ft ft A 

Wholesale and retail trade .. 

71,720 
86,175 
118 nfin 

U.Kicf 

n AAn 

U.U2 
n i o 

0.04 

ft Oft 

Finance, insurance, real estate. 

u.uou 

n noR 

U. 1 <: 

ft 4 7 

U.2U 

ft Oft 

Services. 

u.uyo 

U.l / 
n oft 

0.2o 

ft Oft 

Government.. 

NA 

U. 1 

MA 

U.ftO 

KJ A 

O.o9 

At A 





Irn 

IMA 

IMA 

Total... 

. 


910,060 

455,030 

0.507 

0.82 

1.31 


* Based on preliminary OSHA estimate o( 50 percent existing compliance. 


10 Th« number of maintenance workers is based 
on BLS's Occupational Employment Statistics 
survey of 1992 and includes all maintenance 
workers who perform work involving two or more 


maintenance skills to keep machines, mechanical 
equipment, or structure of an establishment in 
repair. 


J 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 
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2 initial costs are annuaMzed over 10 years at a 10 percent interest rate. Training for maintenance workers is estimated to take one—half hour. 
Compensation wage rate is $10.96 per hour. Cost includes an additional 7.5 minutes per employee to cover trainer cost Total training cost per 
employee is $6,84. NA: Data not available. 

■Source: OSHA, Office of Regulatory Analysis, 1994. 


Establishments in large high rise 
buildings may also find it desirable to 
provide such rooms to facilitate break 
periods. Consequently, in order to 
reflect the degree to which 
establishments will provide separate 
smoking areas, OSHA developed some 
estimates based on the characteristics of 
the stock of buildings and the 
percentage of companies currently 
banning smoking in the workplace. 

OSHA has no data on the number of 
establishments currently permitting 
smoking in designated smoking areas. 
OSHA estimated that 50 percent of large 
establishments with floor space greater 
than 100,000 square feet and with more 
than three floors will provide 
designated smoking areas. OSHA also 
assumed that 50 percent of all eating 
and drinking places and hotels and 
other lodging places may pro\ide 
separate designated smoking areas. For 
these establishments, OSHA then 
applied the percentage of companies 
that will ban smoking based on the rates 
provided from a survey conducted by 
the Administrative Management Society 
Foundation (AMS) on current practices 
for smoking policies in the workplace. 
According to the survey, 25 percent of 
the companies completely ban smoking 
on their premises. However, the 
percentages varied by SIC as follows: 
manufacturing (23%), transportation 
and utilities (36%), banking and finance 
(28%). insurance (38%), retail and 
wholesale (7%), and services (18%). 
Also, 72 percent felt that smoking in the 
workplace should be either banned or 
restricted (H-030—Ex. 75). 

Firms opting to make available 
designated smoking areas are expected 
to Incur initial capital costs. OSHA 
assumed that in many cases existing 
rooms or offices can be converted into 
a designated smoking area. Average cost 
estimates for retrofitting the HVAC 


system ranges from $4,000 for a 150 
square feet room (which could 
accommodate up to 10 smokers) [Ex. 4- 
265] to $25,000 for 1,000 square feet 
(which could accommodate 30 to 65 
smokers) (Ex. 3-643}. The HVAC retrofit 
represented in these estimates typically 
includes: (1) blocking off the return air 
inlet from the room, (2) providing a 
transfer air path, and (3) providing an 
exhaust fan and exhaust air pathway to 
the outside. The exhaust fan capacity 
would exceed air supplied to the room 
in sufficient quantity to create a 
negative pressure in the smoking room 
relative to surrounding areas to ensure 
containment of the contaminant. In 
order to achieve negative pressure some 
architectural modifications may be 
necessary to provide a tight enclosure. 
OSHA did not estimate an additional 
cost for housekeeping since such 
activities would have been performed 
prior to the promulgation of the 
proposed standard. 

Most facilities exhaust air from toilet 
rooms and also relieve air brought in for 
ventilation and economizer cooling »<*•). 
The amount of exhaust air from a 
designated smoking area is 
inconsequential compared with the 
quantities of air leaving the building 
through toilet room exhaust and relief. 
Therefore, OSHA did not include 
recurring cost for the provision of a 
separately ventilated smoking area. 

The equation for determining cost for 
allowing smoking in designated areas is 
as follows: 

Ct =* (N« x (1-P.) + Na x (1—Pim)) Pc x C, 
where 

C. » cost for providing designated areas 

N« * number of establishments in buildings 
with 3 or more floors and floors pace 
greater than 100.000 sq.ft 

P, =* percentage of establishments banning 
smoking 


N\, = 50 percent of establishments in Eating 
and Drinking Places (SIC 58), and Hotel 
(SIC 70) 

P*m 3 percentage of establishments in SIC 
58 and SIC 70 banning smoking 

P c = percentage of establishments 
providing designated smoking areas 
(50%) 

Cr ss cost for setting up a separate smoking 
area ($4,000 for a 150 sq.ft, room that 
accommodates up to 10 smokers, 
furnishings existing) 

Initial costs are annualized over 20 
years at 10 percent interest rate. As 
presented in Table VI-12, the total 
annual cost is estimated at $68 million. 
OSHA did not include a cost estimate 
for the government sector at this time. 

(f) Air Quality during Renovation and 
Remodeling. The proposed standard 
requires that during renovation and 
remodeling appropriate controls are 
utilized to minimize degradation of the 
indoor air quality of employees 
performing such activities and 
employees in other areas of the 
building. The basic characteristics of 
available control practices include: 
ventilation system/high efficiency 
particulate air (HEPA) vacuum; 
regulated areas, isolation or 
containment of work areas and 
appropriate negative pressure 
containment; outside air intakes, return/ 
recirculation air streams or plenums; 
notification of employees and 
contractors. 

For buildings with asbestos presence, 
the control practices under the OSHA 
asbestos standard are current industry 
practice. A survey developed for 
obtaining information on practices to 
control exposure to asbestos in 
buildings shows that asbestos-related 
work represents 16 percent of 
renovation activities whereas general 
remodeling is 61 percent and major 
repair and maintenance are 12 percent 
(Ex. 4-641. 


Table VI-12.—Optional Cost for Providing Separate Smoking Areas 



Number ol establishments pro¬ 
viding designated smoking 
areas 1 

Annualized 
first-year cost 2 
($ minion) 


In single es¬ 
tablishment 
buildings 

In mutti-estab- 
lishment build¬ 
ings 

Agriculture, forestry, fishing __ _ ___ __ _ 

43 

8 

$0,024 

Mining .... . ............... 

4 

1 

0.002 

Constnietinn . r _. __„ . _, i r . _, T — .. ,, 1M111 , , ,, , M1 

105 

21 

0.059 

Manufacturing -- - ^ ........... 

65 

13 

0.037 


»*->Use of ouUide air for cooling—"freo cooling". 


2046395134 
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Table VM 2 .— Optional Cost for Providing Separate Smoking Areas—C ontinued 


i 

1 

Number of establishments pro¬ 
viding designated smoking 
areas 1 

Annualized 
first-year cost 2 
($ million) 


In single es¬ 
tablishment 
buildings 

In multi-estab¬ 
lishment build¬ 
ings 

Transportation... 

34 

7 

0.019 

Wholesale and retail trade....... 

93,411 

83 

36,058 

60.829 

Finance, Insurance, real estate ... 

16 

0.046 

Services . 

11,188 

3,968 

7.121 

Total . 

104,932 

40,091 

68.138 


* Number of establishments adjusted for percentage banning smoking as follows: Manufacturing 23%; Transportation and Utilities 36%; Whole¬ 
sale and Retail 7%; average rate for all other Industries 25%. Number of establishments included represent 50 percent of large establishments in 
buildings with 3 or more floors and with floor space greater than 100,000 sq. fL Number of establishments include 50% of all establishments in 
SIC 58 (Eating and Drinking places) and 70 (Hotels). 

2 Cost for making ventilation changes is estimated at $4,000/smoking room which accommodates up to 10 smokers. Initial costs are annualized 
over 20 years at a 10 percent interest rate. 

Source: U.S. Department of Labor, OSHA, Office of Regulatory Analysis, 1994. 


More than half of the buildings 
sampled were occupied during 
renovation activities. However, all 
projects in which asbestos-related work 
was being performed were sealed off 
from the building occupants. A variety 
of renovation projects were performed 
in buildings ranging in project area from 
15 to 900,000 square feet, in duration 
from one to 156 weeks and in cost from 
.$700 to more than $10 million. The 
average cost was approximately $0.3 
million and the average duration for a 
project was 13 weeks. 

However, no data are available on the 
cost to provide controls required under 
the proposed IAQ standard or for 
current industry compliance for 
chemical exposure other than exposure 
to asbestos. CSHA assumed minimal 
cost due to the nature of these 
processes. 

F. Economic Impact and Regulatory 
Flexibility Analysis 

The previous section presented the 
costs to all industries of complying with 
the proposed standard. This chapter 
examines projected economic and 
environmental impacts on those 
industries. OSHA developed 
quantitative estimates of the economic 
impact of the proposed standard on the 
affected industries. Data on profits are 
presented to illustrate the scale of 
profitability of affected industries and 
do not necessarily represent their ability 
to pay for proposed standard provisions, 

OSHA assessed the potential 
economic impacts and has preliminarily 
determined that the standard is 
economically feasible for each of the 
major industry groups that will be 
affected. OSHA conducted its analysis 
at the two digit SIC level. This has been 
OSHA's procedure for doing regulatory 
impact analyses for other proposed 


standards. OSHA preliminarily 
concludes that this is reflective of the 
actual impact on the average firm within 
each subsector. It does not appear that 
the affected groups will experience 
significant adverse economic impact as 
a result of the standard. However, if any 
interested person has information to 
show that the analysis at the two digit 
level is not representative of the 
potential economic impact of the 
proposal, OSHA requests the following 
information: Reasons why the 
preliminary regulatory analysis is not 
reflective of the actual anticipated costs 
in any particular sector; specific 
information as to why the analysis at the 
two digit level fails to adequately 
represent the economic impact; and 
specific information to help OSHA to 
better predict the impact on the sector 
in question. Such information should be 
included in the comments on the 
proposal. 

In accordance with the Regulatory 
Flexibility Act of 1980, OSHA 
additionally examined the potential for 
an unduly burdensome impact on small 
entities. OSHA believes that the 
standard will not have significant 
adverse effect on a substantial number 
of small entities. However, OSHA 
requests comment on those workplaces 
for which compliance with the 
proposed standard would prove 
economically and technologically 
challenging (e.g., restaurants, bars and 
other “public” places where employees 
are exposed to customer’s tobacco 
smoke). While it is technologically 
feasible to ban smoking in those 
establishments, there may be other 
countervailing problems, legal and 
economic, which OSHA should 
consider. 


(1) Economic Feasibility 

In order to determine the economic 
feasibility of the rule, OSHA compared 
estimated compliance costs with: (1) 

The value of sales and (2) before-tax 
profits. All financial data developed for 
this analysis are based on information 
from Dun and Bradstreet’s annual credit 
survey. Aggregate sales data for 1991 
were taken from the D&B Market 
Identifiers data base [Exs. 4-94, 4-95, 4— 
96]. Mean profit rates (profit as a 
percentage of sales) were taken from 
D&B’s Insight data base; OSHA averaged 
data for 1990,1991 and 1992. 11 

Using a conversion formula 12 based 
on the federal corporate tax schedule, 
OSHA calculated pre-tax profits from its 
estimate for post-tax profits. It should be 
noted that the sales and profit data, 
while the most recent available, reflect 
conditions during a cyclical trough; 
therefore, impacts may depict a worst 
case scenario. In the case of the federal 
government sector, price increases for 
services rendered may not apply. 
Budgets are usually fixed (in the short 
run) and compliance costs are paid by 
reducing funds for other items in the 
budget. 

Where industry enjoys an inelastic 
demand for its product, an increase in 
operating costs can ordinarily be passed 


« Dun's Insight computer data base presents data 
from their three most recent annual industry Norms 
and Key Business Ratios publications. For most 
industry groups. OSHA averaged data for three 
years. 

l^This conversion implicitly assumes individual 
business establishments are separate corporations. 
Because more than one establishment may be 
grouped together for tax purposes, the conversion 
will tend to underestimate pre-tax profits. State, 
local and other business taxes have not been 
factored into the conversion formula. Additionally, 
because average tax rates may decline as pre-tax 
profits decline, the after-tax impact to the company 
may be less than suggested here. 
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on to consumers. In this case, the 
maximum expected price increase is 
calculated by dividing the estimated 
compliance cost for each industry by the 
sales for that industry. Table VI-13 
shows that the average price increase 
related to the cost of this proposed 
standard would be extremely small, 0.07 
percent, with the largest being 0.41 
percent (Personal Services, SIC-72). The 
results in Table VI-13 indicate that even 
if all costs were passed Cm to consumers 


through price increases, the rule would 
have a negligible impact on prices. 

In many industries, however, 
establishments will not be able to pass 
along the entire cost of compliance 
through price increases since consumers 
may respond by reducing demand. Such 
establishments will have to absorb from 
profit the costs they cannot pass 
through. If all costs were absorbed from 
profit, the maximum expected decrease 
in profit can be calculated by dividing 
the estimated compliance cost for each 
industry by its estimated profit. Table 


VI-13 shows that tha average decline in 
profits under this worst-case-elasticitv 
assumption would be less than 0.94 
percent. The largest potential decline ip 
profits would be in Fishing at 4.5 
percent (SIC-9). 

Because most establishments will not 
find it necessary to absorb ail of the 
costs from profits and will be able to 
pass some of the costs on to consumers, 
average profits will not decline to the 
extent calculated in this analysis. 

BILLING CODE: 4510-2*-* 
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Tab!© VI-13 

Economic Impact of the Proposed Indoor Air Quality Standard 



Total 

Annualized 

Costs 

Value of industry 
Shipments ■ 

Pre-tax 

Profit 

Compliance Cost , 

■_ aSaPCrcgnLof:_ 



... ft MUHon$! 

ftmillio nj 

Revenue 

Profit 

AGRICULTURE. FORESTRY, FISHING 

iboe.i 

i 121.096 

$10,914 

0-25% 

2.80% 

01 Agriculture Production-Or op* 

*123.6 

$45,703 

$4,363 

027% 

2.83% 

os Agriculture Produce on-Livestock 

$60.4 

$34,770 

*2,810 

0.17%. 

2.15% 

07 Agricultural Services 

$114 8 

$35,723 

$3,302 

0.32% 

3.48% 

oB Forestry 

$34 

$2,910 

$351 

0 . 12 % 

0.96% 

o9 Fishing 

$4.0 

$1,964 

$88 

020 % 

4.48% 

MINING 

i3 OH and Gas Extraction 

$26.8 

$463392 

$46,190 

0 . 01 % 

0.06% 

CONSTRUCTION (SIC 15, 16 & 17) 

$754.7 

$546,422 

$32,424 

0.14% 

2 J33% 

MANUFACTURING 

$4572 

$5,078,549 

$305,701 

0 . 01 % 

0.15% 

20 Food and Wnoed products 

$27.7 

$602,970 

*29.539 

0 . 00 % 

0 . 00 % 

2 i Tobacco ManuftscttJ'ers 

$02 

$172271 

$19228 

0 .00% 

0 . 00 % 

22 Texaie Mih products 

sat- 

$95,923 

$5,376 

0 . 01 % 

0.15% 

23 Apparel and Textile Product? 

$299 

$92,305 

$5,454 

0.03% 

055% 

24 Lumbar and Wood Products 

$450 

$75,417 

$4,152 

0.06% 

1.09% 

25 Furniture and Fcxtures 

$129 

*60.540 

$3,547 

0 . 02 % 

0.36% 

26 Papar and Allied Products 

$82 

$197,037 

$10,946 

0 . 00 % 

0.08% 

27 Printing, Publishing. & Allied industries 

$79 1 

$226,709 

$17,175 

003% 

046% 

2 S Chemicals & Allied Products 

$15 6 

$600,941 

$36,117 

0 . 00 % 

0.04% 

29 Petroleum Refining and Related industries 

$2.7 

$482,927 

$24,146 

0 . 00 % 

0 . 01 % 

30 Rudder and Miscellaneous Plastic Products 

$18.6 

*128.846 

$8,134 

0 . 01 % 

023% 

3i Leairiff and Learner Products 

$ 2,6 

$24,954 

$1,601 

0 . 01 % 

0.16% 

32 Stone. Clay. Glass, & Concrete Products 

$19.3 

$96,947 

$5,627 

0 . 02 % 

0.33% 

33 Metal industries 

$ 8.6 

$187,162 

$9,831 

0 . 00 % 

0.09% 

34 Fabricated Metal Products ► 

$41.9 

$211,787 

$12,515 

0 . 02 % 

0-33% 

36 Machinery. Except Etectncaf 

$66.4 

$602,629 

$41,393 

0 . 01 % 

0.16% 

36 Electrical Machinery. Equipment & Supodes 

$ 21.1 

$296,011 

$16,744 

0 . 01 % 

0.13% 

37 Transponation Equipment 

$16 1 

$641,556 

$34,670 

0 . 00 % 

0.05% 

36 Professional & Photographic Equipment A Watches 

$14 1 

$218279 

$14,442 

0 - 01 % 

0 . 10 % 

39 Misc A Not Specified Manufacturing industries 

$192 

$63,337 

$4,862 

0.03% 

0.40% 

TRANSPORTATION 

$286.1 

$1,470,658 

$157,739 

0 . 02 % 

0.18% 

4 i Local and mteruman Transit 

$212 

$24,654 

$1,158 

0.09% 

183% 

42 Trucking and Waranousmg 

$134,6 

$181,093 

$8,049 

0 07% 

1.67% 

44 Water Transportation 

$83 

$44,646 

$3,315 

0 . 02 % 

025% 

45 Ar Trenspartadon 

$11.3 

$155,387 

$7,926 

0.01% 

0.14% 

46 Pipelines. Except Natural Gas 

$12 

$9,819 

$3,382 

0.01% 

0.03% 

47 Transportation Services 

$49 7 

$113,689 

$6,690 

0.04% 

0.72% 

48 Communications 

$344 

$414216 

$72,174 

0.01% 

0.05% 

49 Electric. Gas. and Sanitary Services 

$254 

$527,155 

$54,845 

000% 

0.05% 

WHOLESALE AND RETAIL TRADE 

$2,325.9 

$4,466^39 

$212,377 

0.05% 

1.10% 

so Wholesale Trade. Durable Gooes 

$432.2 

$1,014,451 

$51235 

0.04% 

0.84% 

51 Wholesale Trade. Nondurable Goods 

$256 3 

$1,162,472 

$48,730 

0.02% 

053% 

52 Bunding Maierats and Garden Supplies 

$795 

$107,704 

$4,950 

0.07% 

1.61% 

53 General Mexnana se Stores 

$40 1 

$338,896 

$18,628 

0.01% 

021% 

54 Food Stores 

$184 6 

$516213 

$18250 

0.04% 

1.01% 

66 Automobile Dealers via Related Products 

$208.8 

$490,377 

$14,860 

0.04% 

1.41% 

66 Apparel and Acoessonei Stares 

$1396 

$139,673 

$11,498 

0.10% 

121% 

67 Furniture and Home Fvjmshmg Stores 

$122,6 

$133,023 

$8,398 

0.00% 

1.46% 

68 Eating and Dnnong Pecos 

$5092 

$243,437 

*13.770 

021% 

3.70% 

69 Miscellaneous Rea* Stores 

$353.0 

$320,594 

$21,859 

0.11% 

1.61% 

FINANCE, INSURANCE, REAL ESTATE 

$616.0 

S2.904.557 

$86,620 

0.02% 

0.71% 

60 Bamong 

$785 

$848,335 

NA 

0.01% 

NA 

6i aeon Agencies Other Than Banns 

$372 

$245,431 

$32,724 

0.02% 

0.11% 

62 Secuity andCommoa.ty &OKars andDea'crs 

$309 

$228,859 

$13,639 

0.01% 

023% 

63 insurance earners 

$49 0 

$1,061,799 

NA 

0.00% 

NA 

&4 insurance agents, brokers and service 

$1352 

$140251 

NA 

0.10% 

NA 

66 Real Estate, instance. Etc 

*2638 

$243,871 

$25,619 

0.11% 

1.03% 

67 Hoidmg A otner investment cfiices 

$23.5 

$136,010 

$14,837 

0.02% 

0.16% 

SERVICES 

$2276.9 

$2,545,462 

$201,141 

0.09% 

1.13% 

to Hotels and Otner Lodging Places 9 

$663 

$97230 

$7,169 

0.07% 

0.92% 

72 Personal Services 

$204.1 

$49263 

$5225 

0.41% 

3.91% 

73 Business Services 

$367.1 

$452,305 

$42,032 

0.08% 

0.87% 

75 Auto f^pair. Services, and Garage 

$181.6 

*103,150 

$7,502 

0.18% 

2.42% 

76 Miscellaneous Reper Servces 

$78.7 

$34,536 

$3,384 

023% 

2.32% 

78 Mooon Pictures 

$47.1 

$74,819 

$6,915 

0.06% 

0.68% 

79 Amusement ana Recreation, Exc Moron Pictures 

$90.7 

$66,954 

$4,937 

0.14% 

1.84% 

80 Heaitn Services 

$496.3 

$592,679 

$38913 

0.08% 

128% 

8i Legal Savices 

*166.0 

$85,154 

$14,364 

0.19% 

1.16% 

82 Educational Services 

$36 1 

$418,120 

$21,540 

0.01% 

0.17% 

83 Social Services 

$128 6 

$54,928 

$3,301 

023% 

3.90% 

84 Museums andBcancai andZoowgica 1 Gardens 

$3.2 

$3,797 

$501 

009% 

0.65% 

86 MemdersnipOrganszaccns 

$111,0 

$99,631 

$6,050 

0.11% 

1.64% 

87 Engmeenng. Accounting, Research and Related Services 

$290 6 

$338,363 

$31273 

0.09% 

0.93% 

89 Miscellaneous Savtces 

$94 

$74232 

$8,034 

0.01% 

0.12% 

GOVERNMENT 

$1,017 2 
$8,069 13 

NA 

NA 

0.07% 

0.94% 


insignt: mausry Nor** a^2<cy Stress Patios. i992 
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OSHA believes that these impacts are 
not large enough to impair economic 
viability. While some marginal firms 
might be more seriously impacted, 
extensive economic dislocation is not 
expected to occur in any industry. 
OSHA has, therefore, preliminarily 
determined that the standard is 
economically feasible. 

(2) Regulatory Flexibility Analysis 

The proposed IAQ standard will affect 
numerous small establishments and a 
portion of these establishments may 
have difficulty financing the compliance 
actions needed to comply depending on 
which alternative they choose. This 
section examines the potential for 
exceptional impacts among small 
establishments. 

The nature of compliance action 
limits the potential for exceptionally 
large compliance burdens on small 
businesses because most costs will be 
incurred on a per employee or per 
square foot basis. The number of 
buildings occupied with establishments 
with fewer than 20 employees is 
estimated at 3.7 million or 82 percent of 
all buildings. Of these, 76 percent have 
floor space lets than 10.000 square feet. 
Thus, small firms will incur low costs 
because they have small floorspace and 
few employees. 

To this point of the analysis, OSHA 
has not distributed the number of 
buildings across establishments since 


there are no data on which to describe 
the establishments in multi-tenant 
buildings. Therefore, OSHA developed 
establishment specific compliance costs 
based on the estimates presented in 
section E of this report. The economic 
impact by firm size is estimated with 
the assumption that all establishments 
will require HVAC maintenance. It was 
assumed that each establishment has a 
floor space of 10,000 square feet. To 
examine the potential regulatory burden 
that would be experienced by small 
establishments, OSHA calculated the 
ratio of their annual compliance cost to 
their sales and pre-tax profit for two 
scenarios for dealing with ETS: (1) 
provide designated smoking areas, or (2) 
totally ban smoking in the workplace. 

As shown in Table VI-14, for both 
scenarios, the average ratio of 
compliance costs to sales ranges from 
0.44 percent to 0.52 percent. The 
highest impact (2.79 percent) for 
establishments not banning smoking 
would be in Personal Services (SIG-72). 
Estimates of compliance cost as a 
percentage of pre-tax profits were less 
than 7.05 percent for most sectors; 

Social Services establishments (SIC-83) 
would experience the largest reduction 
in profit (31 percent), if they allow 
smoking in designated rooms. 

These estimates apply to the average 
firm in each sector. The degree to which 
affected firms will either incur or shift 
compliance costs depends largely on the 


competitive environment in which the 
establishments operate and on the 
elasticity of demand for the 
establishment’s services and 
commodities. OSHA requests 
Information regarding compliance costs 
against indicators of the demand for and 
the costs of the types of services and 
commodities provided by 
establishments which would be affected 
by the proposed standard. OSHA 
specifically requests comments, 
including empirical data regarding the 
demand elasticity of such 
establishments' patrons who will not be 
permitted to smoke in the presence of 
employees at such establishments. If 
economic feasibility is shown to be an 
issue for establishments such as bars 
and restaurants, what methods of 
compliance would adequately protect 
workers in a feasible manner? 

(3) Environmental Impact 

The provisions of the standard have 
been reviewed in accordance with the 
requirements of the National 
Environmental Policy Act (NEPA) of 
1969 (42 U.S.C. 432, et seq.J, the 
Council on Environmental Q ualit y 
(CEQ) NEPA regulations (40 CFR Part 
1500], and OSHA’s DOL NEPA 
Procedures [29 CFR Part 11]. As a result 
of this review, OSHA concluded that 
this rule will have no significant 
environmental impact. 

BILLING COOE 4S10-34-P 
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VII. Summary and Explanation 

The requirements set forth in this 
notice are those which, based on 
currently available data, OSHA believes 
are necessary and appropriate to control 
conditions which may degrade indoor 
air and pose a significant risk of 
material impairment to employees in 
their work environments. The Agency 
considers that a broad approach to the 
control of IAQ problems, as proposed in 
this notice, will most effectively lead to 
a reduction in associated risk to 
employees [Exs. 3-2, 3-26, 3-37, 3-41, 
3-239. 3-287, 3-434, 3-500, 3-502]. 
OSHA has considered all data submitted 
in response to the Request for 
information, as well as other scientific 
data which has been made a part of the 
record in this proceeding in arriving at 
these proposed provisions regarding 
regulation of indoor air quality. 

The following sections provide a 
summaiy of eaci provision of the 
proposal and a statement of their intent 
and purpose. Exhibit numbers included 
in this Summary and Explanation are 
citations to supporting comments and 
data submitted to the record in response 
to the RFI. 

The Agency solicits data, views, and 
comments on ail provisions proposed in 
this notice. OSHA is interested in 
whether or not the proposed provisions 
are necessary, appropriate, and adequate 
to achieve the goals of the standard and 
why. Interested persons should also 
comment on wheth : or not the 
proposed provisions are technologically 
and economically feasible and why, and 
whether additional or alternative 
provisions addressing indoor air quality 
should be included in the standard and 
why. 

Scope and Application: Paragraph (a) 

OSHA is proposing that these 
standards cover all employees under its 
jurisdiction, including employees in 
general industry, shipyards, 
longshoring. marine terminals, 
construction, and agriculture. To 
accomplish this, OSHA is proposing to 
publish an identical complete standard 
for general industry at 29 CFR 

1910.1033, for shipyards at 29 CFR 

1915.1033, and for construction at 29 
CFR 1926.1133. OSHA is proposing to 
amend section 1910.19 to make it clear 
that § 191C.1033 is a Subpart Z standard 
which is incorporated by cross reference 
into 29 CFR parts 1917 and 1018 for 
longshoring and marine terminals. 

OSHA is proposing to amend 29 CFR 
1928.21 to indicate that 1910.1033 will 
be applicable to agriculture. OSHA 
requests comments on the scope of the 
proposal and the formal manner by 


which the standard would be 
incorporated into the Code of Federal 
Regulations. 

Paragraph (a)(1) proposes to apply all 
provisions of the standard to 
“nonindustrial work environments.” In 
addition, paragraph (a)(2) proposes to 
further extend coverage of the 
provisions found in paragraph (e)(1), 
which address exposure to tobacco 
smoke, to all indoor work environments 
under GSHA's jurisdiction. This 
includes indoor work areas on 
construction sites, shipyards, and 
agricultural employments. The Agency 
believes that application of the 
proposed provisions under paragraph 
(e)(1) addressing exposure to tobacco 
smoke is necessary, appropriate, and 
feasible for any indoor or enclosed 
workplace covered by OSHA. 
Compliance with the tobacco smoke 
provisions essentially entails 
establishment of a separate enclosure, 
exhausted directly to the outside, and 
maintained under negative pressure 
where smoking is permitted. OSHA sees 
no feasibility obstacles in application of 
these provisions to industrial as well as 
nonindustrial work environments. It is 
not clear to OSHA, however, that the 
other indoor air quality provisions of 
the proposed standard can be feasibly or 
appropriately applied in typical 
industrial work environments. These 
provisions primarily address means to 
assure effective functioning of HVAC 
systems and actions felt necessary to be 
taken to maintain good general indoor 
air quality. Thus, it may not be feasible 
or appropriate to apply these provisions 
to industrial ventilation systems or 
industrial environments in which 
control of various industrial 
contaminant emissions rather than 
general air quality is the primary issue. 

Definitions: Paragraph (b) 

The following terms are defined for 
the purpose of this proposal: “Air 
Contaminants”, “Assistant Secretary”, 
“Building systems”, “Building-related 
illness”, “Designated person”, 
“Designated smoking area”, “Director”, 
"Employer”, “HVAC system”, “Non¬ 
industrial work environment”, and 
"Renovation and remodeling”. 

The term “Air contaminants” refers to 
substances contained in the vapors from 
paint, cleaning chemicals, pesticides, 
solvents, particulates, outdoor air 
pollutants and other airborne substances 
which may cause material impairment 
to the health of employees working 
within the nonindustrial environment. 
The term "air contaminants” informs 
the employer that the provisions 
addressing control of air contaminants 
apply to airborne substances which may 


be within nonindustrial indoor work 
environments. For purposes of this 
proposal the definition of air 
contaminants may be broader than that 
used in 29 CFR 1910.1000. Hazardous 
levels of air contaminants may arise 
from contaminant buildup due to 
inefficient or insufficient general 
dilution ventilation with outside air, the 
misapplication of general dilution 
ventilation to address strong point 
sources, indoor activities or operations 
such as renovation, remodeling, 
maintenance, etc. which lead to local 
source emissions, and entry of outdoor 
contaminants such as vehicle exhausts, 
wastes, stored materials, or pollutants 
from adjacent industrial facilities. 
Provisions are proposed in the standard 
which require the employer to take ‘ 
measures to address the avenues of 
contaminant buildup noted above. 

The terra “Assistant Secretary” means 
the Assistant Secretary of Labor for 
Occupational Safety and Health, U.S. 
Department of Labor, or designee. 

The term “Building systems” applies 
to the heating, ventilation and air- 
conditioning (HVAC) system, the 
potable water system, the energy 
management system, and all other 
systems in a facility which may impact 
indoor air quality. This broad definition 
was necessary to avoid excluding non- 
HVAC systems which do impact indoor 
air quality. In the facilities industry, 
potable hot water systems are typically 
considered plumbing systems and not 
HVAC systems. Plumbing systems 
(potable hot water) have been 
implicated in Legionella episodes where 
the water is aerosolized, so excluding 
plumbing systems from the scope of this 
standard would have been 
unacceptable. This definition also 
intends to focus operation and 
maintenance efforts on those systems 
whose failure, degradation, or misuse 
would adversely impact indoor air 
quality. 

The term “Building-related illness” 
describes specific medical conditions of 
known etiology which can be 
documented by physical signs and 
laboratory findings. Such illnesses 
include sensory irritations when caused 
by known agents, respiratory allergies, 
nosocomial infections, asthma, 
humidifier fever, hypersensitivity 
pneumonitis. Legionnaires’ disease, and 
the symptoms and signs characteristic of 
exposure to chemical or biologic 
substances such as carbon monoxide, 
formaldehyde, chlordane, endotoxins, 
or myeotoxins. “Building-related 
illness” defines the medical conditions 
that, if observed, require evaluation of 
the facility building systems to 
determine if they are functioning 
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properly, and the taking of remedial 
action where warranted. Building- 
related illnesses are often potentially 
severe and are often traceable to a 
specific contaminant source such as 
ETTS, microbial growth, and a host of 
other chemical or biologic substances 
which must be attended to mitigate 
degradation of indoor air quality. 

The term “Designated person*’ means 
a person who has been given the 
responsibility by the employer to take 
necessary measures to assure 
compliance with this section and who is 
knowledgeable in the requirements of 
this standard and the specific HVAC 
system servicing the affected building or 
office. As noted above a “Designated 
person 1 * must be knowledgeable in 
HVAC system functioning. Provisions in 
the standard propose to require the 
“Designated person*’ to oversee the 
establishment and implementation of 
the IAQ compliance program, and 
oversee building systems inspection and 
maintenance activities, thus this person 
must have technical expertise in those 
areas. OSHA believes that there is a 
need for central responsibility in 
affected buildings and facilities [Exs. 3- 
434, 3—444b, 3-507). Of course OSHA 
recognizes that in certain circumstances 
the “Designated person” may merely 
supervise or coordinate the activities of 
outside contractors or shift-workers who 
have responsibility for maintaining 
parts of the building systems. Building 
systems and other factors affecting 
indoor air quality are sufficiently 
complex and unique to suggest the 
necessity of appointing a designated 
person who is on site to act on the 
employers behalf in this regard. For 
example, multiple employers may be 
engaging in different activities within a 
facility that effect building system 
functioning or air quality and actions by 
one employer may subject employees of 
other employers to environmental 
hazards. Fragmentation of responsibility 
and lack of communication has been 
observed by OSHA in the nonindustrial 
workplace. For example, when 
responding to an indoor air quality/ 
building-related iliness complain , the 
OSHA Compliance Officer may need t* 
gather information from a number of 
responsible facility groups like tenant 
leasing, facilities engineering, 
housekeeping, maintenance, operations, 
and energy management. These diverse 
groups may have little or no central 
authority and direction especially if 
♦hey are outside contractors. The 
iesignated person would be in a 
position to mitigate the consequences of 
such diversity by being aware and 
responsible for the overall 


environmental conditions in the 
building or facility. 

Other OSHA health standards have 
adopted similar requirements with 
respect to those proposed in this Notice 
regarding the designated person. For 
example, final standards for chromium 
(57 FR 42102) and lead (58 FR 26590) 
require that a technically knowledgeable 
“competent person” be on site during 
construction activities, which often 
involve multiple employers. OSHA 
concluded in those standards that 
designating a person to act on the 
employers' behalf to ensure compliance 
with various provisions of those 
standards, was necessary because of the 
need for continual site characterization 
and analysis to identify the hazards 
present and the types of control 
measures and remedial actions that are 
effective. For these same reasons, OSHA 
proposes requirements for designated 
persons under this notice. 

The term “Designated smoking area” 
means a room in which smoking of 
tobacco products is permitted. The 
Agency believes that establishment of 
“designated smoking areas” is necessary 
to prevent employee exposure to ETTS In 
workplaces where smoking is not 
prohibited. Provisions are included in 
this proposal addressing design, 
construction and operation of such areas 
to meet this purpose. 

The term “Director" means the 
Director, National Institute for 
Occupational Safety and Health 
(NIOSH), U.S. Department of Health and 
Human Services, or designee. 

The term “Employer” means all 
persons defined as employers by section 
3(5) of the Occupational Safety and 
Health Act of 1970 including employers 
{such as building owners or lessees) 
who control the ventilation or 
maintenance of premises where 
employees of other employers work. For 
purposes of the proposal, an employer 
is also defined as a person who 
exercises control over the ventilation 
systems in the workplace. Control over 
the ventilation systems is a multi¬ 
faceted concept: it includes 
maintenance, recordkeeping and the 
development and implementation of the 
indoor air quality compliance plan. 
While responsibility for various aspects 
of the ventilation system encompasses 
many duties, the proposal does not 
necessarily contemplate that all of the 
duties will be performed by the same 
person. The proposal is flexible in that 
regard and responsibility for the various 
aspects can be shared by various 
persons depending on the 
circumstances. 

In many instances the employer will 
either be the owner of the building 


where the workplace is located or will 
he a long term lessee, responsible under 
the lease for the care and maintenance 
of the property. In these cases, the 
owner/employer would take care of the 
ventilation system by designating 
knowledgeable persons within his 
employ to the necessary tasks or by 
hiring competent contractors. 

In other cases, there will be a number 
of different businesses all located in 
separate leased space within the same 
building. In these instances the various 
employer/lessees would probably share 
responsibility for compliance with the 
proposed standard. For example, each 
individual lessee might be obligated to 
provide the building owner with a 
description.of the work activity plannee 
for within its particular leased space, 
including the number of employees or 
visitors expected, the hours of work 
operation and any situations where air 
contaminants may be released into the 
workplace air. Air contaminants might 
reasonably be expected to be released 
into the workplace air as a result of the 
installation of new furniture or wall 
coverings, any painting or remodeling 
scheduled to take place or any pest 
extermination activity within the 
premises. Each employer would, of 
course, be responsible for reporting to 
whoever is in charge of the ventilation 
system, any employee complaints or 
signs or symptoms that may be related 
to building-related illness. 

The building owners or whoever is ir 
charge of the maintenance of the 
ventilation system would be in a 
position to develop standard operating 
procedures for the building systems as 
well as special procedures for 
emergencies and maintenance. In 
addition such a person would be in a 
position to know or develop an 
appropriate maintenance schedule and 
to gather relevant documents to assist in 
the care and maintenance of the 
ventilation system, such as diagrams of 
the system, manufacturers manuals, and 
inspection guidelines and schedules for 
the proper maintenance of such 
systems. The same person might also be 
responsible for maintaining and 
operating the HVAC system to provide 
the required air ventilation rate and 
desired relative humidity. 

The proposal is designed in this 
performance oriented manner to afford 
affected employers the flexibility to 
assure the establishment and 
maintenance of a system to provide 
healthful indoor air. quality in the most 
sensible and efficient way possible 
considering their particular 
circumstances. 

The Occupational Safety and Health 
Act gives the Secretary the right to 
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promulgate standards to assure 
employees safe and healthful working 
conditions. Employers must comply 
with the standards which the Secretary 
promulgates, The Act defines an 
employer expansively as a person with 
employees in a business affecting 
interstate commerce. 

The Agency believes that the proposal 
as written will protect employees from 
the risks of poor indoor air quality. 
Where the owner of a business is not the 
owner of the space where such business 
operates, the owner or landlord of the 
building will probably also be an 
employer within the meaning of the Act 
and the definition contained in this 
proposal. This is so because the 
building owner or operator will 
generally have employees (either on site 
or off site) and will be engaged in a 
business affecting interstate commerce. 

In such cases the situation will be 
construed to be a multi-employer 
worksite. Such situations are quite 
common in the context of construction 
sites. The Agency does not believe that 
there is any reason to treat nonindustrial 
multi-employer worksites differently 
from construction multi-employer 
worksites for purposes of compliance. 

OSHA has a long history of enforcing 
OSHA standards in multi-employer 
worksites. Nothing in this proposed rule 
would change the position that the 
Agency has taken in cases such as 
Anning-Johnson (4 OSH Cas. (BNA) 

1193. Harvey Workover, Inc.. 7 OSH 
Cas. (BNA) 1687 and in its Field 
Operations Manual (CPL 2.45 CH-1, 
Chapter V-9). As a general matter each 
employer is responsible for the health 
and safety of his/her own employees. 
However, under certain circumstances 
an employer may be cited for 
endangering the safety or health of 
another employer's employees. In 
determining who to hold responsible, 
OSHA will look at who created the 
hazard, who controlled the hazard, and 
whether all reasonable means were 
taken to deal with the hazard. 

It is contemplated that in those cases 
where there is a multi-employer 
worksite that the affected employers 
will divide up the responsibilities in the 
manner in which they make the most 
sense. Those who have information at 
their disposal that is required to be kept 
under the proposal will make use of the 
information or make it available to 
whoever will need that information in 
the discharge of their duties. For 
example, the building engineer may 
have possession of the schematics of the 
ventilation system. The engineer would 
make them available to the person 
responsible for maintaining the system 
as w'eli as the person responsible for 


developing the LAQ Compliance Plan (if 
that is not the same person). The 
proposal is designed to promote the 
efficient resolution of indoor air quality 
problems and will not result in 
duplicative efforts. There is nothing in 
the proposal, for example, that would 
prevent the building owner (who is an 
employer within the meaning of the 
Act) from gathering the required 
information from the various lessee/ 
employers in the premises, developing, 
and implementing an LAQ Compliance 
Plan which would be shared with the 
various employers occupying the 
premises. In addition, it may be more 
efficient for the building owner to 
develop and maintain the records 
required by the proposal, again sharing 
them with the various employer-tenants. 
The Agency believes that the co¬ 
operative interrelationships which the 
performance oriented proposal permits 
will avoid duplication of compliance 
activities even within multi-employer 
worksites. 

The term "HVAC system" means the 
collective components of the heating, 
ventilation and air-conditioning system 
including, but not limited to, filters and 
frames, cooling coil condensate drip 
pans and drainage piping, outside air 
dampers and actuators, humidifiers, air 
distribution ductwork, automatic 
temperature controls, and cooling 
towers. This definition also intends to 
focus on those HVAC system 
components whose failure, degradation, 
or misuse would adversely impact 
indoor air quality. 

The term “Nonindustrial work 
environment" means an indoor or 
enclosed work space such as, but not 
limited to, offices, educational facilities, 
commercial establishments, and 
healthcare facilities, and office areas, 
cafeterias, and break rooms located in 
manufacturing or production facilities. 
Nonindustrial work environments do 
not include manufacturing and 
production facilities, residences, 
vehicles, and agricultural operations. 

The term “Renovation and 
remodeling” means building 
modification involving activities that 
include but are not limited to: removal 
or replacement of walls, ceilings, floors, 
carpet, and components such as 
moldings, cabinets, doors, and 
windows; painting, decorating, 
demolition, surface refinishing, and 
removal or cleaning of ventilation ducts. 

The terms “HVAC system", 
"Nonindustrial work environment", and 
"Renovation and remodeling" are 
defined to clarify and illustrate the 
parameters under which obligations of 
the standard are incurred. For example, 
the definition of "HVAC system" lists 


what OSHA believes to be typical 
components of such systems which 
directly affect indoor air quality. These 
components are enumerated since 
provisions under the standard propose 
to require employers to perform routine 
inspection and maintenance on those . 
components. "Renovation and 
remodeling" is defined to inform the 
employer of the situations under which 
the standard proposes to require the 
employer to take special precautions 
when those activities take place. 

Indoor Air Quality Compliance 
Program: Paragraph (c) 

This paragraph proposes to require 
employers to obtain or develop certain 
written information that will facilitate 
implementation of measures necessary 
to prevent degradation of indoor air 
quality. Paragraph, (c)(2) proposes to 
require the employer to identify a 
designated person to be given the 
responsibility of overseeing 
establishment and implementation of 
the written compliance program. 
Paragraph (c)(3) proposes to require the 
employer to establish a written LAQ 
compliance program to include at least 
the following information: a description 
of the facility building systems; 
schematics or construction documents 
locating building systems equipment; 
information on the daily operation and 
management of the building systems; a 
description of the building and its 
function; a written maintenance 
program; and a checklist for visual 
inspection of the building systems. 
Further, paragraph (c)(4) proposes to 
require that the following information 
also must be retained, if available, to 
assist in indoor air quality evaluations: 
as built construction documents; HVAC 
system commissioning reports; HVAC 
system testing, adjusting and balancing 
reports; operation and maintenance 
manuals; water treatment logs; and 
operator training materials. Paragraph 
(c)(5) proposes to require the 
establishment of records of employee 
complaints of building-related illnesses, 
as part of the written program. 

OSHA believes that written plans are 
an essential element of an overall 
compliance program since it will 
encourage employers to focus on indoor 
air quality and implement the necessary 
controls and measures to achieve 
compliance with the standard [Exs. 3- 
38, 3-85, 3—412, 3-434, 3-5G0, 3-502, 
3-505, 3-529J. The development of 
documented safety and health programs 
and procedures is a well-established 
and common practice in industry, and 
requirements for written programs are 
typically found in other OSHA 
standards dealing with exposure to toxic 
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substances. Written plans provide 
information to allow OSHA, the 
employer, and employees to examine 
the control methods chosen and 
evaluate the extent to which these 
planned controls are being 
implemented. 

Paragraph (c)(3) proposes to require 
the employer to establish written plans 
for compliance. Specifically, paragraphs 
(c)(3)(i), (c)(3)(ii), and (c)(3)(iii) propose 
to require general, descriptive 
information about: the facility, building 
systems, building function and building 
use patterns. This general building 
description is believed to be essential 
information of a building profile which 
is necessary for a basic understanding of 
the building systems and which is 
necessary to set the foundation for the 
operations and maintenance 
information required in other 
paragraphs. 

Further, in paragraph (c)(3)(iv), OSHA 
believes that it is necessary to require 
written information which describes 
daily operation and management of the 
facility building systems which directly 
affects IAQ. When it comes to 
operations and management, 
organizational fragmentation within 
nonindustrial buildings may be further 
exacerbated by the la<& of familiarity 
with the intent of the original design 
team whose assumptions and design 
intent for the HVAC system, are 
typically unknown. Over time, building 
use may differ from original design 
intent in ways not foreseen by the 
original designers. It is not uncommon 
for spaces to be loaded or used in ways 
beyond the original design intent which 
may adversely impact IAQ, such as 
putting up walls for private offices, 
exceeding intended occupant densities, 
and bringing into the space new 
contaminant sources. HVAC system 
total capacity may be able to handle 
these changes from original design loads 
but little is done to balance the available 
capacity among the individual zones 
that may be overused or underused. 

In addition, the employer may need to 
communicate design intent and 
performance criteria to building 
occupants whose expectations regarding 
their environment may exceed what is 
deliverable by the building systems. 

To address these issues, OSHA is 
proposing to require that each facility 
have written operations and 
management information whose aim is 
twofold. One purpose is to collect, 
ummarize and translate design 
assumptions and intent into operating 
performance criteria that impact IAQ, 
such as minimum outside air ventilation 
rates and occupant densities. 


Secondly, the operations information 
should describe how to operate and 
manage the building systems so that 
they perform in conformance with the 
reported criteria. This written 
operations and management information 
replaces verbal communications and 
provides a training document whenever 
new personnel or new contractors are 
introduced to the site. Operating 
information should formally reflect 
changes in control strategies that 
typically occur in facilities to 
accommodate change in use or energy 
conservation efforts. This is an essential 
element because of the interdependence 
between outside air ventilation rate and 
the automatic temperature control 
system. In almost all buildings the 
performance of the ventilation system is 
affected by space temperature control 
needs. 

Paragraph (c)(3)(v) proposes to require 
a written maintenance program for those 
building system components that 
directly affect IAQ because failure to do 
so may result in the degradation of IAQ 
in the facility. A written maintenance 
program is believed to be necessary 
because levels of HVAC system 
maintenance vary dramatically and 
sometimes are deficient where 
untrained personnel are designated to 
maintain very complex systems. The 
following are examples of maintenance 
deficiencies which have been associated 
with IAQ problems: plugged drains on 
cooling coil condensate drip pans 
resulting in microbial contamination of 
pan; failed exhaust fans in underground 
parking garages which allow carbon 
monoxide to infiltrate into the building 
above; microbial fouling of cooling 
tower water from lack of water 
treatment with biocides resulting in 
legionellosis cases; and failure of 
automatic temperature control system 
resulting in lack of outside ventilation 
air. 

Maintenance of HVAC equipment, for 
example, may include simple 
housekeeping of equipment and air 
transport pathways, lube and 
adjustment programs for rotating 
machinery, and catastrophic failure 
maintenance to repair/replace failed 
equipment. There appears to be 
consensus among HVAC maintenance 
personnel that the most successful 
maintenance programs, gauged in terms 
of system performance and life-cycle 
economics, are proactive rather than 
reactive. Consequently, OSHA is 
promoting preventive maintenance 
programs for those building system 
components which affect IAQ. At a 
minimum, the maintenance program 
should describe the equipment to be 
maintained, establish maintenance 


procedures and frequency of 
performance. 

Paragraph (c)(3)(vi) proposes to 
require a checklist to guide periodic 
inspections of building systems. This 
checklist should focus on those building 
system components whose failure, 
degradation, or misuse would adversely 
impact indoor air quality. The checklist 
shall include but not be limited to 
inspection of the following components 
and performance criteria: fibrous liner 
used for acoustics and insulation in 
airhandlers and ducts should be 
inspected for erosion and moisture; 
smoke-trails testing should be 
performed to verify design 
pressurization schemes like negative 
pressure smoking rooms; ceiling, floor 
and wall surfaces should be examined 
for signs of water leaks which could 
support and amplify microbial 
contamination; and outside air louvers, 
intake paths, dampers, actuators, and 
linkages should be checked for 
obstruction. 

Paragraph (c)(5) proposes to require 
the establishment of records of 
employee complaints of building-related 
illnesses as part of the written program. 
These records are believed to be 
necessary to expedite review and 
evaluation of the system and to support 
implementation and operation of an 
adequate IAQ program (Exs. 3-434, 3r 
444b, 3-502], 

The Agency believes that effective 
system operation and maintenance will 
necessarily rely upon written 
information and records such as those 
relating to design expectations, system 
capacities, code requirements, 
maintenance activities and system 
evaluations. As with other OSHA 
rulemakings, the written compliance 
plan is to.be accessible to employees. 

Compliance Program Implementation: 
Paragraph (d) 

This paragraph proposes to require 
that the employer take certain actions to 
maintain acceptable indoor air quality. 
These actions primarily address means 
that OSHA believes necessary to achieve 
continued adequate and proper 
functioning of building systems (Exs. 3- 
10, 3-17, 3-26, 3-38, 3-41, 3-55, 3-56, 
3-61, 3-85, 3-329, 3-364, 3-412, 3-415, 
3-434, 3—436, 3-444A, 3-479, 3-196, 3- 
500, 3-501, 3-502, 3-505, 3-507, 3-529, 
3-531]. 

Paragraph (d)(1) proposes to require 
that employers maintain and operate the 
HVAC system to provide at least the 
minimum outdoor air ventilation rate, 
based on actual occupancy, required by 
the applicable building code, 
mechanical code, or ventilation code in 
effect at the time the facility was 
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constructed, renovated, or remodelled, 
whichever was most recent [Ex. 3-181. 
Paragraph (d)(2) proposes to require 
employers to conduct building system 
inspection and necessary maintenance 
activities as often as necessary to reduce 
the likelihood of indoor air quality 
problems related to the building systems 
[Ex. 3-26]. Further requirements under 
paragraph (d) are: Assure that the HVAC 
system is operable during all work 
shifts, (d)(3) [Exs. 3-56, 3-226, 3-347, 
3—436]; implement the use of general or 
local ventilation where maintenance 
activities may result in hazardous 
chemical or particulate exposures in 
other areas of the building, (d)(4) [Exs. 
3-347, 3-502]; maintain relative 
humidity below 60% in buildings with 
mechanical cooling systems, (d)(5) [Exs. 
3-34, 3-61, 3-505B]; during regular 
maintenance, as described in 
subparagraph (d)(1), measure carbon 
dioxide levels. When they exceed 800 
ppm, check to make sure the HVAC 
system is operating as it should and 
correct deficiencies if necessary, (d)(6) 
[Exs. 3-10, 3-34, 3-214]; assure that 
buildings without mechanical 
ventilation are maintained so that 
windows, doors, vents, etc., designed or 
used for natural ventilation are in 
operable condition, (d)(7); assure that 
mechanical equipment rooms and any 
non-ducted air plenums or chases are 
maintained in a clean condition, free of 
hazardous substances, and asbestos, if 
friable, is encapsulated or removed so 
that it does not enter the air distribution 
system, (d)(8) [Exs, 3-29, 3-5001; assure 
that inspections and maintenance of the 
HVAC system are performed by or 
under the direction of the designated 
person, (d)(9) [Ex. 3-29]; establish a 
record of HVAC system inspections and 
maintenance, (d)(10) [Ex. 3-26]; assure 
that employees performing work on 
HVAC systems are provided with and 
use appropriate personal protective 
equipment, (d)(ll) [Ex. 3-56]; evaluate 
the need to perform alterations of the 
HVAC system in response to employee 
reports of building-related illness, 

(d)(12); and take such remedial 
measures as the evaluation shows to be 
necessary, (d)(l3). 

OSHA believes that implementation 
of each of the actions prescribed in this 
proposed paragraph are integral 
elements in the indoor air quality 
program. Provisions which address 
inspection, maintenance, alteration, and 
operation of building systems are 
believed to be essential to ensure 
successful functioning of system 
functioning. 

Paragraph (d)(1) proposes to require 
that employers operate and maintain the 
HVAC system to provide at least the 


minimum outside air ventilation rate. 
Available evidence in the literature 
supports this requirement. The 
literature which supports the case for 
ventilation with outside air falls into 
two categories. One category includes 
case studies which are generated when 
IAQ complaints require on-site 
responses and the investigators report 
their findings through IAQ forums 
sponsored by professional organizations 
like the American Society of Heating, 
Refrigerating and Air-Conditioning 
Engineers, Inc. and the American 
Industrial Hygiene Association. These 
studies report that the lack of outside 
ventilation air resulting from 
operational or maintenance deficiencies 
as one of the causes of IAQ complaints. 
Many of the studies include abatement 
recommendations to ventilate with 
outside air as feasible per the original 
design intent. The second category 
includes research projects which also 
support the case for ventilating 
buildings with at least the 
recommended minimum of outside air. 
Research in the areas of ventilation 
efficiency, tracer gas analysis, dilution/ 
removal of internally generated 
contaminants, and environmental 
perceptions mostly support this 
contention. 

All three major building codes in the 
United States which are used in the 
design of new and retrofitted facilities 
mandate minimum outside air 
ventilation rates in mechanically- 
ventilated buildings. These three code 
bodies include the Building Officials 
and Code Administrators International, 
Inc. (BOCA), the International 
Conference of Building Officials (ICBO), 
and the Southern Building Code 
Congress International, Inc. (SBCCI). Per 
Section 102 of the 1991 Uniform 
Building Code as promulgated by the 
ICBO, the purpose of the building code 
is “to offer minimum standards to 
safeguard life or limb, health, property 
and public welfare by regulating and 
controlling the design, construction, 
quality of materials, use and occupancy 
* * **\ Clearly, there is a significant 
commitment of resources by these code 
bodies to offer design guidance through 
the building codes to designers to insure 
that a facility is capable of delivering a 
minimum amount of outside air to its* 
occupants. This concept is supported by 
the efforts of plan reviewers and 
building inspectors in local 
governmental jurisdictions throughout 
the United States who ensure that 
facilities are constructed per the 
building codes. Considering the up-front 
efforts of these code officials, designers, 
and construction teams, it is reasonable 


from a standpoint of continuity, to 
require that buildings be operated and 
maintained to the same design intent. 

This provision is not meant to require 
rebuilding or retrofitting HVAC systems 
in response to minor work. For example, 
such steps would not be required for 
any renovation work that does not 
modify the building’s configuration or 
the conditions that would be affected by 
the building code applicable at the time 
the system was installed or last 
modified. 

As part of maintenance, there should 
be a predictive element which 
periodically checks the HVAC system to 
evaluate conformance with paragraph 
(d). This check should conform with the 
proposals of paragraph (d)(2) which 
requires an inspection and maintenance 
of the building systems. This periodic 
visual inspection is focused by the 
checklist outlined in paragraph (c) and 
targets those components that directly 
impact indoor air quality. In the field of 
occupational safety and health, as 
practiced by industrial hygienists, it is 
common practice to perform walk- 
around inspections. On the other hand, 
the HVAC industry often relies heavily 
on remote sensing to characterize 
system performance. Therefore, this 
required visual inspection will help 
identify those deficiencies that would 
otherwise be missed, such as microbial 
contamination in cooling coil 
condensate drip pans. 

Paragraph (d)(3) requires that the 
facility HVAC system is operating 
during all workshifts. The employer 
must provide the minimum outside 
ventilation rate for contaminant dilution 
and removal whenever the building is 
occupied and used. OSHA understands 
that the minimum outside air 
ventilation rate may in practice only be 
provided when the building is fully 
occupied or utilized. It is not 
uncommon for office buildings to be 
occupied from 6 a.m. to 7 p.m. to 
accommodate flexible work schedules 
but the HVAC system may only be in 
operation from 8 a.m. to 5 p.m. to 
conserve energy. The technical rationale 
for this strategy is typically based on the 
recommendations of the American 
Society of Heating, Refrigerating and 
Air-Conditioning Engineers, Inc, 
(ASHRAE) in their Standard 62-1989 
titled “Ventilation for Acceptable 
Indoor Air Quality**. Section 6.1.3.4 and 
Appendix “G** of ASHRAE Standard 
62-1989 [Ex. 4-333) offers a rationale 
for the lead/lag operation of ventilation 
systems to accommodate transien 
occupancy. The basis for the ratio <de \s 
that there is capacity in air to dilute 
contaminants if the space has beer 
previously unoccupied for severa 
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hours. This strategy, however, applies 
only to occupant generated 
contaminants like carbon dioxide and 
odors. Housekeeping cleaning agents or 
pesticides are typical of contaminants 
that may be released which could not be 
absorbed by a non-ventilated space. 
Consequently, other contaminants must 
be diluted7removed by the ventilation 
system whenever the building is 
occupied. In addition, it is recognized 
that certain automatic temperature 
control strategies can also prevent a 
facility from receiving the minimum 
outside air ventilation rate. The obvious 
example is the early morning warm-up 
cycle wherein the outside air dampers 
are kept shut in the morning until the 
space temperature recovers from the 
setback temperature of the night before. 
These energy conservation and 
temperature control strategies must not 
interfere with providing minimum 
outside air ventilation when the 
building is occupied. 

Paragraph (d)(4) proposes to require 
the employer to utilize general or local 
exhaust ventilation, as provided by the 
existing HVAC system or auxiliary 
systems, to minimize the hazards 
associated with maintenance or 
housekeeping activities. The literature 
reports IAQ/BRI episodes that were 
initiated with activities like painting, 
carpet cleaning and floor resurfacing. If 
these activities occur during 
unoccupied periods then chemical 
vapors from paints and adhesives and 
excessive moisture from carpet cleaning 
may be diluted and removed by the 
outside air ventilation function of the 
HVAC system. During occupied periods, 
efforts should be made to restrict 
transportation of hazardous 
contaminants from these activities 
throughout the facility by the HVAC air 
distribution system. 

Paragraph (d)(5) proposes to require 
the employer to maintain occupied 
space relative humidities below 60% in 
buildings with mechanical cooling 
systems. Moisture in a building may 
support and amplify microbial 
contamination with potential for 
aerosolization. Both the American 
Society of Heating, Refrigerating and 
Air-Conditioning Engineers, Inc. 
(ASHRAE) in their Standard 62-1989 
titled “Ventilation for Acceptable 
Indoor Air Quality”, section 5.11 [Ex. 4- 
333] and the American Conference of 
Governmental Industrial Hygienists 
(ACGIH) in their 1989 “Guidelines for 
the Assessment ol Bioaerosols in the 
Indoor Environment” (Ex. 3-61] 
recommend that relative humidity in 
the occupied space be maintained below 
60%. 


QSHA is inviting comments on 
whether a relative humidity of 60% is 
the appropriate upper limit to inhibit 
microbial growth or if a higher limit is 
appropriate. In addition, OSHA would 
like comment on whether there should 
be a lower level of relative humidity as 
recommended by ASHRAE and ACGIH 
to reduce irritation effects due to low 
relative humidity. And finally, OSHA 
would like additional comment on 
. whether it is feasible in hot and humid 
climates to achieve relative humidities 
of 60% or less. 

Paragraph (d)(6) proposes to require 
the employer to monitor for carbon 
dioxide (C0 2 ) in the occupied space as 
part of maintenance or employee 
complaint investigations. When the 
concentration exceeds 800 ppm, the 
employer would be required to check 
the operation of the HVAC system. CO 2 
is frequently used as a gross surrogate 
indicator of indoor air quality. Ideally, 
by knowing the rate of accumulation of 
CO 2 in the space and the rate of 
generation of CO 2 by respiring 
occupants in the space, it would be 
possible to predict the rate of removal 
of CO 2 from the space by the HVAC 
system. Because buildings have average 
occupant densities to generate CO 2 , the 
concentration is an indicator of the 
HVAC system's ability to dilute and 
remove occupant generated 
contaminants like CO 2 , water vapor, and 
odors (human bioeffluents). However, 
the CO 2 concentration and the 
associated outside air ventilation rate 
offers no confidence as to the adequacy 
of dilution and removal of other 
contaminants released in the space. If 
the outside air ventilation rate is 
insufficient to dilute and remove C0 2l 
then it can be assumed that other 
contaminant concentrations will also be 
elevated. The literature reports that CO 2 
concentrations in the space under 800 
ppm will minimize health-related 
complaints (Exs. 3-34A, 4-331). 

Paragraph (d)(8) proposes to require 
the employer to restrict the presence of 
hazardous substances in air distribution 
systems. The HVAC air distribution 
system itself should not be the source of 
hazardous contaminants due to its' 
critical nature as a potential pathway to 
building occupants. Enclosed ducts are 
typically not used to store hazardous 
substances but non-ducted air transport 
pathways such as area-ways, plenums, 
chases, corridors, and mechanical rooms 
serving as return air plenums are 
sometimes used for storage. If these air 
transport pathways are used for storage, 
then the employer must be especially 
careful to make sure that no spillage or 
leakage of hazardous substances occurs. 


This will insure that the pathways are 
kept free of hazardous substances. 

Paragraph (d)(ll) proposes to require 
that employees working on building 
systems are provided with and use 
personal protective equipment (PPE) as 
required by other OSHA standards 
including; 29 CFR 1926, Subpart E, - 
Personal Protective and Life Saving 
Equipment; 29 CFR 1926.52, 
Occupational Noise Exposure; 29 CFP 
1910, Subpart I, Personal Protective 
Equipment; and 29 CFR 1910.95 
Occupational Noise Exposure. 

OSHA is aware, through its 
experience and through the literature 
and submissions to the docket, that 
HVAC Operations and Maintenance 
(O&M) personnel may often receive 
minimal training regarding existing 
relevant OSHA regulations and the 
hazards that they are exposed to in the 
performance of their duties. Sometimes, 
facilities are not viewed as industrial 
workplaces by either the management or 
employees. However, the hazards do 
exist and therefore compliance with 
existing regulations is necessary to 
protect the health and safety of O&M 
employees. Respirators may not 
normally be used in this industry due to 
the perceived lack of a substance- 
specific hazard. But situations may 
occur, for instance, such as chemical or 
microbial contamination, that would 
require compliance with 1910.134. 

Other provisions of this section 
require; that buildings without 
mechanical ventilation be operated and 
maintained to provide natural 
ventilation; that inspections and 
maintenance of building systems be 
performed by or under the supervision 
of the designated person; that the 
employer establish a written record of 
building system inspections and 
maintenance required under this 
section; that the employer evaluate the 
need to perform modifications to the 
building systems to meet the minimum 
requirements specified in paragraph (d) 
of this section in response to employee 
complaints of building-related illnesses. 

Controls for Specific Contaminant 
Sources: Paragraph (e) 

This paragraph proposes to require 
employers to take specific protective 
measures to control employee exposure 
to specific agents such as tobacco smoke 
[Exs. 3-7, 3-10, 3-85, 3-291, 3-305, 3- 
409, 3-449, 3-496, 3-505B], outdoor 
pollutants [Ex. 3-496, 3—500, 3—502, 3- 
505], contaminant emissions from local 
indoor sources [Exs. 3-10, 3-17, 3-26, 
3-38, 3—412], microbial contaminants 
[Exs. 3-10, 3-26, 3-61, 3-496, 3-500, 3- 
502, 3-505,3-506], hazardous 
chemicals including cleaning and 
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maintenance chemicals and pesticides 
[Exs. 3-56, 3-436, 3-496, 3-500, 3-505]. 

With respect to tobacco smoke in 
workplaces where smoking is not 
prohibited, paragraph (e)(1) proposes to 
require the establishment of designated 
smoking areas. Such areas must be 
enclosed and exhausted directly to the 
outside, and maintained under negative 
pressure sufficient to contain tobacco 
smoke within the designated area. 
Smoking is not permitted during 
cleaning and maintenance work in these 
designated smoking areas. Moreover, 
although cleaning and maintenance are 
specified in this paragraph, it is OSHA's 
intent that no work of any kind shall be 
performed in a designated smoking area 
when smoking is taking place. 

Designated smoking areas must be areas 
where employees do not have to enter 
in the performance of normal work 
activities. Signs must also be posted at 
designated smoking areas. Signs must be 
posted to inform anyone entering the 
building that smoking is restricted to 
designated areas. Finally, smoking 
within designated areas is not permitted 
during any time that the exhaust 
ventilation system servicing that area is 
not operating properly. 

The proposed provisions under 
paragraph (e)(1) addressing control of 
tobacco smoke are intended to ensure 
that employees outside of the 
designated smoking area will not be 
exposed to ETS. The Agency anticipates 
that the provisions as proposed will 
accomplish that goal. Enclosing 
smoking areas, exhausting diem to the 
outside, maintaining them under 
negative pressure, and prohibiting 
smoking in designated areas even when 
the exhaust system is inoperable are 
believed to be necessary and sufficient 
to prevent tobacco smoke horn 
migrating to other areas of the building. 

The designated smoking area must be 
under negative pressure compared to all 
surrounding spaces including adjoining 
rooms, corridors, plenums and chases. 
Negative pressure is achieved by 
exhausting more air from the space than 
is supplied to the space. 

Transfer air must enter the designated 
smoking room to make-up the 
volumetric flowrate differential between 
supply and exhaust air. It may be 
necessary to provide a tight 
architectural enclosure so as to achieve 
negative pressure and containment. 
Leakage through a lay-in ceiling tile 
system may occur if there is a return air 
plenum above it. Negative pressure will 
induce airflow into the room through 
the entrance door undercut. 

Containment may be checked by using 
smoke-trails at the door undercut to 
verify direction of airflow. 


Contaminated exhaust air from a 
designated smoking room must be 
transported to the outside through 
exhaust ducts under negative pressure 
to avoid duct leakage into nonsmoking 
areas that the duct passes through. 

The provisions regarding posting of 
signs are intended to prevent 
inadvertent entry into smoking areas, 
and inadvertent smoking in areas other 
than designated smoking areas. To 
prevent involuntary exposure, 
designated smoking areas cannot be 
areas where employees perform normal 
work activities. For the same reason, 
smoking is not permitted in smoking 
areas during performance of work 
activities such as cleaning and 
maintenance of the designated smoking 
area. 

This provision will have special 
impact on establishments such as bars 
ana restaurants. OSHA invites 
comments on feasibility considerations 
relative to such establishments and 
suggestions for alternative ways to 
assure that nonsmoking workers will 
not be exposed to tobacco smoke there. 

Proposed paragraph (e)(2) establishes 
requirements dealing with outdoor air 
pollutants and contaminants emitted 
locally within workspaces. This 
paragraph proposes to require the 
employer to implement measures to 
restrict the entry of outdoor air 
pollutants into the building and to 
control local indoor sources of air 
contaminant emissions by employing 
other control measures like substitution 
or local source capture exhaust 
ventilation. 

Proposed paragraph (e)(3) proposes to 
require the control of microbial 
contamination by routinely Inspecting 
for and repairing water leaks that can 
promote growth of biologic agents, by 
promptly drying, replacing, removing, 
or cleaning damp or wet materials; and 
by taking measures to remove visible 
microbial contamination in ductwork, 
humidifiers, other HVAC system 
components, or on other building 
surfaces. 

Proposed paragraph (e)(4) addresses 
the use of cleaning and maintenance 
chemicals, pesticides and other 
hazardous chemicals. Pesticides must be 
used aococding to manufacturers* 
recommendations, and where chemicals 
are to be used, employees in those areas 
affected are to be informed, at least 
within 24 hours prior to use, of the type 
of chemical to be applied. 

The provisions proposed under (e)(2) 
are intended to ensure that indoor air 
quality is not degraded as a result of 
entry of outdoor contaminants, such as 
vehicle exhaust, or by circulation of 
contaminants generated within the 


building. The Agency believes that, 
where necessary, entry of outdoor air 
pollutants can be restricted by 
eliminating or repositioning entry 
points into the building. 

Indoor local contaminant emissions 
can be minimized where necessary, 
through application of control measures 
such as source substitution and 
engineering controls that may include 
local source capture exhaust ventilation. 
Collection of contaminants at their 
source of emission through engineering 
controls is an accepted basic principle 
of industrial hygiene. Equipment and 
processes which are located or take 
place in areas that may lead to 
contamination of other areas should be 
provided with engineering controls, 
where necessary and feasible. 

The provisions proposed in paragraph 
(e)(3) are intended to limit the 
opportunity for microbiological 
contamination of building systems and 
structures. Although individual 
microbes are not visible to the naked 
eye, colonies of microbes are. Moisture 
can lead to microbiological growth in 
indoor spaces, within HVAC systems, or 
within building structures, and thus to 
a variety of detrimental health effects. 
The employer therefore, is required to 
take preventive and corrective actions to 
minimize microbiological growth. 
Preventive action Includes routine 
inspection for biological growth, with 
required corrective actions such as 
repairing water leaks, drying, replacing, 
or cleaning wet materials, and removal 
of visible microbiological growth (Exs. 
3—61, 3-502). 

The provisions proposed in paragraph 
(e)(4) are intended to restrict indoor 
exposure to hazardous substances such 
as pesticides and chemicals used for 
cleaning and maintenance purposes. 

The Agency believes that proper use of 
such substances is important to limit 
incidental exposures to those 
performing cleaning and maintenance as 
well as to other employees who might 
be incidentally exposed. Manufacturers 
recommendations for use of these 
products often address aspects of 
ventilation, employee protection, 
occupancy limitations, and other 
protective measures. Thus, the Agency 
has proposed to require that chemicals 
covered under this paragraph must be 
used in accordance with manufacturer's 
recommendations. To further limit the 
potential for incidental exposures to 
these chemicals the standard proposes 
to require that employees in areas to be 
treated by such chemicals are to be 
notified within at least 24 hours prior to 
their application. 
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Air Quality During Renovation and 
Remodeling: Paragraph (f) 

Paragraph (f)(1) proposes to require 
implementation of specific procedures 
to minimize degradation of air quality 
during renovation and remodeling 
activities (Exs. 3-26, 3-38, 3-444B). 

Paragraph (f)(2) proposes to require 
development and implementation of a 
work plan to restrict entry of air 
contaminants into other work areas 
during remodeling, renovation, and 
similar activities (Ex. 3^444b). Where 
appropriate, elements of the workplan 
to be considered are requirements of 
this standard, implementation of means 
to assure that HVAC systems continue 
to function effectively during 
remodeling and renovation activities, 
isolation or containment of work areas 
and appropriate negative pressure 
containment, air contaminant 
suppression controls or auxiliaiy air 
filtration, and controls to prevent air 
contaminant entry into HVAC systems. 
Finally, paragraph (e)(3), proposes to 
require 24 hour advance notification of 
employees, or promptly in emergency 
situations, of work to be performed on 
the building that may introduce air 
contaminants into their work area. Such 
notification must include anticipated 
adverse impacts on indoor air quality or 
workplace conditions. 

The provisions under proposed 
paragraphs (f)(1) and (0(2) are intended 
to ensure that renovation, remodeling 
and similar activities are performed in 
a manner that will reduce the potential 
for air contaminants generated during 
those activities from entering other areas 
of the building. Such activities which 
may involve demolition, sanding, 
surface refinishing, component removal 
and replacement, etc. can result in 
hazardous substance emission from 
solvents, paints, carpets, etc. and can 
also produce high levels of particulate 
contamination. To control such 
emissions, the standard proposes to 
require employers to develop a 
workplan for the implementation of 
appropriate work procedures and 
controls such as exhaust ventilation, 
isolation, containment, or use of wet 
methods during renovation and 
remodeling activities. 

Finally, paragraph (f)(3) proposes to 
require notification of employees in the 
vicinity of renovation and remodeling 
activities who may be subject to 
incidental exposure to emissions 
produced during such activities (Ex. 3- 
44B). This notification must also 
apprise affected employees of the 
potential adverse impact on air quality. 
Informing employees of potential 
workplace hazards is felt by the Agency 


to be imperative for the success of any 
safety and health program. OSHA 
believes that employees can do much to 
protect themselves if they are informed 
of the nature of the hazards to which 
they are exposed. 

Employee Information and Training: 
Paragraph (g) 

Paragraph (g) proposes to require 
employers to provide special training 
for workers involved in maintenance 
activities and those involved in HVAC 
system operations, and to provide 
certain pertinent information to all 
employees. 

Paragraph (g)(1) proposes to require 
that maintenance and HVAC operations 
personnel be trained in the use of 
personal protective equipment (PPE) 
required to be worn; training on how to 
maintain adequate ventilation of 
exhaust fumes during building cleaning 
and maintenance; and training of 
maintenance personnel on how to 
minimize adverse effects on indoor air 
quality during the use and disposal of 
chemicals and other agents [Exs. 3-26, 
3-38, 3-41, 3-347, 3-415, 3-434, 3-440, 
3-444B, 3-500, 3-502). 

Paragraph (g)(2) proposes to require 
that all employees shall be informed of 
the contents of the standard and its 
appendices, signs and symptoms 
associated with building-related illness, 
and the requirement under proposed 
subparagraphs (d)(12) and (d)(13) which 
directs the employer to evaluate the 
effectiveness of the building systems, if 
necessary, upon receipt of complaints 
from employees of building-related 
illness [Exs, 3-38, 3-347, 3-412, 3-415, 
3—434, 3—444B, 3-500, 3-529]. The 
information proposed to be provided 
under this subparagraph need not be 
conveyed to employees through formal 
training sessions or courses. Informing 
employees can be accomplished, for 
example, through written means such as 
fact sheets, memos, or posted bulletins. 
OSHA will provide in a non-mandatory 
appendix to the final rule an example 
illustrating what Information is to be 
provided to employees. 

Paragraph (g)(3) proposes to require 
that the employer make training 
materials developed under these 
provisions, including the standard and 
its appendices, available for inspection 
and copying by employees, designated 
employee representatives, the Director, 
and the Assistant Secretary. 

Training and information 
requirements are routine components of 
OSHA health standards. The inclusion 
of training and information 
requirements reflects the Agency's 
conviction, as noted above, that 
informed employees are essential to the 


operation of any effective health 
program. OSHA believes that informing 
and training employees about the 
hazards to which they are exposed will 
contribute substantially to reducing the 
incidence of diseases caused by 
workplace conditions. Further, as noted 
earlier, it has been OSHA’s experience 
that unacceptable indoor air quality is 
often the result of deficiencies in 
implementing effective HVAC system 
operation and maintenance programs. 
The Agency believes that specialized 
training of workers performing those 
activities is, therefore, necessary to 
ensure successful performance of their 
jobs. 

Recordkeeping: Paragraph (h) 

Paragraph (h) proposes to require that 
employers maintain records of: All 
written information regarding the IAQ 
compliance program required to be 
established under paragraph (c); 
inspection and maintenance records 
required to be established under 
paragraph (d) (Ex. 3-26], which must 
include the specific remedial or 
maintenance actions taken, the name 
and affiliation of the individual 
performing the work, and the date of the 
inspection or maintenance activity; and 
records of employee complaints of 
building-related illness required to be 
established under paragraph (c)(5) of 
this section [Ex. 3-502]. 

Paragraph (h) also proposes to require 
the employer to retain these for at least 
the previous three years [Ex. 3-502], 
except that operation, maintenance, 
inspection, and compliance program 
records need not be retained for three 
years if rendered obsolete by the 
establishment and replacement of more 
recent records, or rendered irrelevant 
due to HVAC system replacement or 
redesign. The records required to be 
maintained by the employer are to be 
made available to employees and their 
designated representative and the 
Assistant Secretary for examination and 
copying. 

Finally, paragraph (h)(6) proposes to 
require that whenever the employer 
ceases to do business records that are 
required to be maintained by the 
employer are to be provided to and 
retained by the successor employer [Ex. 
3—440B]. 

Section 8 (c) of the Act authorizes 
OSHA to require employers to make, 
keep, and preserve, and make available 
to the Secretary or the Director records 
regarding their activities as prescribed 
by regulation as appropriate and 
necessary for the enforcement of the Act 
or for developing information regarding 
the causes and prevention of 
occupational ilbiesses. As noted earlier, 
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the Agency believes that development of 
written compliance plans are essential 
to implementation of a successful IAQ 
program. The written compliance 
program* inspection and maintenance 
records, and operator and maintenance 
schedules which are required to be 
established under the proposal, are 
required to be retained under this 
paragraph. This information essentially 
documents the desired performance 
levels of HVAC systems, and the 
measures necessary to maintain those 
levels of performance, as well as other 
measures which should be followed to 
ensure acceptable indoor air quality. 

Such data must be available for use by 
designated persons, current employers, 
successor employers, and employees as 
a blueprint for program implementation. 
Without such data, air quality problems 
would likely arise due to ignorance of 
such elements as design occupant 
densities, equipment schedules, 
maintenance requirements and 
frequencies, etc. Records required to be 
established in response to employee 
complaints of building-related illness 
are also required to be retained under 
this paragraph. Such complaints require 
the employer to evaluate the need for, 
and to take if necessary, remedial action 
to correct observed problems [Ex. 3-1, 
3—444B). Information regarding 
employee illness is essential in 
identifying causal factors and trends in 
adverse health effects. Retention of this 
health data will aid in the recognition, 
evaluation and correction of indoor air 
quality deficiencies which lead to 
building-related illnesses. Records of 
building-related illness are proposed to 
be required to be retained for at least the 
previous 3 years. OSHA believes that 
requiring record retention for 3 years of 
building-related illnesses which occur 


operating schedules which become 
irrelevant due to HVAC system 
modification or replacement need be 
retained further. The records required to 
be retained under this paragraph must 
be transferred to successor employers. 
Since these records contain information 
specific to the building or facility, as 
opposed to specific employers, such 
records should be maintained within 
affected buildings' for future use. 

Dates: Paragraph (i) 

Paragraph (i) proposes to establish an 
effective date for this standard of sixty 
(60) days from publication in the 
Federal Register. A start-up date one 
year from the effective date is proposed 
as an adequate period of time for 
employers to achieve full compliance 
with all provisions under the rule. The 
Agency believes that affected employers 
can develop and implement compliance 
programs, establish designated smoking 
areas if smoking is not prohibited, and 
train employees as proposed under the 
standard within a one year period from 
the effective date. 

Appendices: Paragraph (j) 

The appendices included with this 
regulation are intended to be 
informational and, unless otherwise 
expressly stated in this section, are not 
intended to create any additional 
obligations not otherwise imposed, or to 
detract or reduce any existing 
obligations. 

K. Specific Quesiions Posed 

OSHA solicits data, views and 
comment on all provisions proposed in 
this notice. The Agency sets forth 
questions below to highlight specific 
areas in the proposal upon which 
comment is sought. 


in nonindustrial environments is 
reasonable. Such illnesses are not 
viewed in the same context as industrial 
illnesses which may be associated with 
long latency periods, and thus 
necessitate very long retention periods 
for health records. Establishment and 
maintenance of building-related illness 
records is primarily for the purpose of 
documenting indoor air quality 
degradation, so that corrective action 
can be taken. Requiring records to be 
retained to preserve a 3 year history of 
building-related illness, is proposed as 
being reasonable to aid in the tracking 
of air quality trends and past 
experiences (Ex. 3-502). 

Other records are also required to be 
retained for at least the previous 3 years, 
except to the extent they become 
obsolete. OSHA does not believe that 
records such as maintenance and 


Regulatory Analysis Issues 

(1) Are there any comments on the 
method used by OSHA to estimate 
benefits resulting from LAQ provisions 
of the proposed standard? 

(2) Are there studies which document, 
in quantitative terms, the effectiveness 
of HVAC maintenance on the decline of 
indoor air related ailments? 

(3) OSHA has estimated a substantial 
productivity benefit resulting from this 
proposed standard. What additional 
studies and other information are 
available that demonstrate any effect on 
productivity? 

(4) OSHA has preliminarily 
determined that the direct costs of 
compliance with this standard will not 
unduly harm small entities. However, 
OSHA did not determine how the 
smoking restrictions in this regulation 
would affect demand, and therefore 


profitability, for establishments which 
provide services and commodities 
which would be affected by the 
proposal (e.g., restaurants and bars), 
OSHA requests comments, including 
empirical data regarding the demand 
elasticity of such establishments’ 
patrons who will not be permitted to 
smoke in the presence of employees. 

If economic feasibility is shown to be 
an issue for establishments such as bars 
and restaurants, what alternative 
feasible methods of compliance would 
prevent workers from being exposed to 
tobacco smoke? 

What other workplaces have 
circumstances under which provisions 
of this standard may not be feasible? 

(5) During renovation and 

* remodelling, what are the specific 
elements for implementing control 
measures to minimize degradation of 
the IAQ of employees performing such 
activities and employees in other areas 
of the building? What are the unit costs 
associated with the implementation of 
each control (capital and labor)? 

(6) Please describe practices in your 
workplace by providing answers to the 
following: 

—Describe the business, SIC code 
number and number of employees in 
the establishment. 

—What type of ventilation systems are 
presently being used? 

—If carbon dioxide monitoring is 
conducted, how often is it being done 
and by whom and what are the 
associated costs? 

—Does your establishment have a policy 
on IAQ? When and why was it 
implemented? What are the major 
components? How many employees 
are affected? What type of costs and 
cost savings have been associated 
with such a policy (e.g., operating, 
maintenance, retrofitting HVAC 
systems, property damage due to poor . 
LAQ, employee productivity, cleaning, 
etc.)? 

—Is smoking allowed in your 
establishment? If yes, is it limited to 
designated smoking areas with 
separate ventilation? 

Scope and Application, Paragraph (a) 

(1) Is it necessary and feasible to 
extend coverage of the entire standard to 
industrial facilities as well as 
nonindustrial facilities? Why? Why not? 
Which provisions lend themselves to 
application to industrial environments? 

(2) Can coverage of the standard 
feasibly be extended to some industrial 
facilities but not others? If so, what 
characteristics distinguish those 
workplaces in which it is feasible or 
necessary to apply the standard from 
those in which it is not? 
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(3) The regulation as drafted would 
require employers generally to prohibit 
smoking by their customers (such as in 
bars, restaurants, and stores) where not 
already banned by a government entity 
if employees would be exposed to ETS 
from customer smoking. Comment is 
requested on the appropriateness of this 
provision, possible alternatives, and 
feasibility issues. 

Definitions, Paragraph (b) 

(1) Is the proposed definition of "air 
contaminants” sufficiently descriptive 
to inform employers of the hazards 
which may adversely affect indoor air 
quality? If not, what additional 
information should be included in the 
definition? Which elements included in 
the definition are not reflective of 
hazards which affect indoor air quality? 

Can employers reasonably be 
expected tobe able to detect the 
presence of air contaminants, as 
defined, and determine whether they 
present a significant risk of material 
impairment of employee health? What 
methods are available to detect indoor 
air contaminants? What criteria should 
be used to evaluate the degree of risk 
that the presence of air contaminants 
pose to employees? 

(2) Is the proposed definition of 

adding systems” sufficiently 

descriptive to indicate which systems 
the employer must attend to in order to 
assure acceptable indoor air quality? 

Are the systems listed in the definition 
those that directly affect indoor air 
quality? If not, why not? What other 
systems affect indoor air quality that are 
not specifically cited in the definition, 
and how do they influence indoor air 
quality? How must such systems bo 
maintained and operated in order to 
assure adequate indoor air quality? 

(3) Is the term *‘buiiding-reLated 
illness” sufficiently descriptive and 
inclusive of the medical conditions that 
can arise from poor indoor air quality? 

If not, what other medical conditions 
should be addressed under the 
definition and why? Which conditions 
listed in the definition, if any, should 
not be considered as “building-related 
illness” and why? 

(4) Is it necessary and appropriate to 
require employers to authorize a 
“designated person” to be responsible 
for ensuring compliance with an indoor 
air quality standard? Why? Why not? If 
it is appropriate to require a designated 
person, what training should designated 
persons have In order to carry out their 
r visibilities under the proposed 

r - Should the designated person be a 
person who is a full-time employee who 
is within the facility each day? Should 
a designated person be on-site during 


each shift? Is it unreasonable to expect 
that due to the complexity of building 
systems, a single designated person 
within a facility can successfully 
oversee and ensure adequate operation 
of all building systems that affect indoor 
air quality? Why? Why not? Would it be 
beneficial for the designated person to 
receive an inventory of chemical and 
physical agents used by all employers 
on site in order to track chemical usage 
and storage? Information collected 
could include date of receipt, amount 
applied or used, where and when in the 
facility it was used, and how the 
remainder is stored. 

(5) Does the definition of the term 
“HVAC system” identify all 
components of HVAC systems which 
can adversely affect indoor air quality if 
not properly operated and maintained? 
What other components should be 
included and why? What components 
designated in the definition do not 
affect indoor air quality and why? 

(6) Is the definition of “nonindustrial 
work environment” sufficiently 
descriptive to differentiate them from 
industrial work environments? If not, 
what other descriptors should be 
included in the definition? Which types 
of facilities and establishments 
proposed under the definition as 
nonindustrial work environments 
should not be subject to this standard 
and why? 

(7) Is the definition of “renovation 
and remodeling” appropriately 
descriptive of such activities? If not, 
what modifications to the definition 
would more reasonably reflect industry 
view of the characteristics of such 
activities? 

Indoor Air Quality Compliance 
Program, Paragraph (c) 

(1) Is it necessary and appropriate to 
require employers to establish a written 
IAQ compliance program in order to 
assure the adequacy of indoor air 
quality in nonindustrial work 
environments? Why? Why not? 

(2) If establishment of a written 
compliance program is necessary, are 
the informational elements proposed to 
be developed under this rule 
appropriate and why? What is their 
function for successful implementation 
of the program? Which other written 
material should be made part of the IAQ 
compliance program and why? 

(3) Which informational elements 
proposed to be established as part of the 
IAQ program, if any, are irrelevant to 
successful building system operation 
and maintenance? Why? 

(4) Which informational elements 
proposed to be established as part of the 


IAQ program, if any, are not generally 
available to the employer and why? 

Compliance Program Implementation, 
Paragraph (d) 

(1) Which of the implementation 
actions proposed under this paragraph 
are necessary and appropriate for 
maintenance of acceptable indoor air 
quality. Why? Which are not? Why not? 
In this regard, specific comment is 
particularly sought on the need for the 
following proposed elements of the 
implementation program: 

(a) Maintenance and operation of the 
HVAC system to provide at least a 
required minimum outside air 
ventilation rate; 

(b) Operation of the HVAC during all 
work shifts; 

(c) Use of exhaust ventilation during 
maintenance and housekeeping 
activities; 

(d) Maintenance of relative humidity 
to below 60%; 

(e) Requiring HVAC system 
evaluation where C0 2 levels exceed 800 
ppm; and 

CO Requiring building system 
evaluation in response to employee 
complaints of building related illness. 

(g) Should the regulation prohibit the 
storage of hazardous substances in air 
transport pathways serving as return air 
plenums? These areas may include area- 
ways, plenums, chases, corridors, and 
mechanical rooms serving as return air 
plenums. 

Controls for Specific Contaminant 
Sources, Paragraph, (e) 

(1) Will the proposed provisions 
addressing construction and operation 
of designated smoking areas assure that 
employees working outside designated 
areas will hot be exposed to ETS? If so, 
which of the proposed provisions may 
be unnecessary to achieve this goal? If 
not, is it necessary to prohibit smoking 
within indo or w orkplaces to eliminate 
exposure to ETS or can the provisions 
as proposed be modified, or 
supplemented to prevent secondary 
exposure? If it is believed that 
designated smoking areas will 
effectively contain tobacco smoke, 
comment is particularly sought on the 
appropriateness of requiring designated 
smoking areas to be enclosed, exhausted 
directly to the outside and maintained 
under negative pressure. 

(2) Is the proposed provision 
requiring the use of measures such as 
local source capture exhaust ventilation 
or substitution to control air 
contaminants emitted from point 
sources where general ventilation is 
inadequate, feasible or effective? 


Source: https://www.industrydocuments.ucsf.edu/docs/nswlOOOO 


204G395149 




Federal Register / Vol. 59, No. 65 / Tuesday, April 5, 1994 / Proposed Rules 


16033 


(3) Are the proposed provisions 
addressing control of microbial 
contamination effective, feasible, or 
necessary? Why? Why not? What 
additional provisions, if any, should be 
included to preclude microbial 
contamination for adversely affecting 
indoor air quality? 

(4) Where hazardous chemicals are 
used in the workplace, including 
cleaning and maintenance chemicals, is 
employee notification of their use 24 
hours prior to their application, as 
proposed, necessary to mitigate 
potential incidental exposure to such 
chemicals? To what extent does the use 
of such chemicals in nonindustrial 
environments present a health risk to 
other employees, or to the acceptability 
of indoor air quality? Which chemicals 
and their uses are of particular concern 
in non-industrial indoor environments? 

(5) Are the proposed provisions 
specifically addressing renovation and 
remodeling activities necessary and 
appropriate and why? Particularly, are 
the proposed requirements to develop a 
work plan focusing special attention on 
HVAC systems, area isolation or 
containment, and air contaminant 
suppression controls necessary to limit 
the potential for degradation of air 
quality? Why? Why not? What other 
provisions, if any, should be included to 
Emit the effects that renovation and 

ri modeling activities may have on 
indoor environments? 

Employee Information and Training, 
Pr.ragrapb (g) 

(1) Are the provisions proposing that 
h* ilding systems maintenance workers 
re :eive special training with respect to 
the use of personal protective 
equipment, use of ventilation during 
rieaning and maintenance activities, 
arid on proper use and disposal of 
hazardous chemicals and other agents, 
necessary and appropriate to assure 
maintenance of acceptable indoor air 
quality? Why? Why not? 

( 2 ) Should training of building 
rir.intenance and systems workers 
include additional specific elements not 
proposed in this notice? What should 

i ds additional training consist of and 
why? Which workers should this 
training be provided to—all 
maintenance and building systems 
workers, supervisors, crew leaders? 
Should such training be provided 
periodically, or would initial training 
suffice? 

(3) Is it necessary, as proposed, to 
require that all employees in the facility 
be informed of the contents of the 
standard and of signs and symptoms 
associated with building-related illness? 
Why? Why not? 


Recordkeeping, Paragraph (h) 

(1) Will retention of records, as 
proposed, enhance the potential for 
reducing indoor air quality problems? 
Will retention of maintenance records, 
IAQ compliance program records, and 
records of employee complaints serve as 
necessary documentation upon which 
actions and decisions can be made to 
improve deficiencies found in facility 
air quality? If so, how will these records 
serve that purpose? 

(2) What length of time should the 
records required to be established under 
this proposal be required to be retained? 
Is OSHA's proposed 3-year retention 
period reasonable? Why? Why not? 
Should different retention periods be 
specified for each particular record, and 
if so, why? 

(3) Is it reasonable to require transfer 
of records from an employee to a 
successor employer? What other 
mechanisms are available to ensure that 
the facility-specific records remain at 
the building or facility in the event of 
tenant turnover? 

Dates, Paragraph (i) 

Is it feasible for employees to fully 
implement the provisions of this notice 
within one year of the effective date, as 
proposed? Why? Why not? If not, which 
provisions present difficulties, 
technologic or economic, with respect to 
implementation? For which provisions 
should implementation oeriods be 
either decreased or increased and why? 
To what extent should implementation 
periods be decreased or increased for 
particular provisions? 

Vni. State Plan Standards 

The 25 states and territories with their 
own OSHA-approved occupational 
safety and health plans must adopt a 
comparable standard within six months 
of the publication date of a final 
standard. These 25 states are: Alaska, 
Arizona, California, Connecticut (for 
public employees only), New York (fbr 
state and local government employees 
only), Hawaii, Indiana, Eowa, Kentucky, 
Maryland, Michigan, Minnesota, 

Nevada, New Mexico, North Carolina, 
Oregon, Puerto Rico, South Carolina, 
Tennessee, Utah, Vermont, Virginia, 
Virgin Islands, Washington, and 
Wyoming. Until such time as a state 
standard is promulgated. Federal OSHA 
will provide interim enforcement 
assistance, as appropriate, in these 
states. 

EX. Federalism 

This Notice of Proposed Rulemaking 
has been reviewed in accordance with 
Executive Order 12612 (52 FR 41685, 
October 30,1987), regarding Federalism. 


This Order requires that agencies, to the 
extent possible, refrain from limiting 
state policy options, consult with states 
prior to taking any actions which would 
restrict state policy options, and take 
such actions only when there is clear 
constitutional authority and the 
presence of a problem of national scope. 
The Order provides for preemption of 
state law only if there is a clear 
Congressional intent for the Agency to 
do so. Any such preemption is to be 
limited to the extent possible. 

Section 18 of the Occupational Safety 
and Health Act (OSH Act) expresses 
Congress* intent to preempt state laws 
that establish occupational safety and 
health standards on issues on which 
Federal OSHA has promulgated 
standards. Under Section 18, a state can 
avoid preemption, however, if it 
submits, and obtains Federal approval 
of a plan for the development of such 
standards and their enforcement. 
Therefore states with occupational 
safety and health plans approved under 
Section 18 of the OSH Act will be able 
to develop their own state standards to 
deal with any special problems which 
might be encountered in a particular 
state. 

In addition, the Supreme Court has 
held that Section 18 does not preempt 
state or local laws of general 
applicability that do not conflict with 
OSHA standards and that regulate the 
conduct of workers and non workers 
alike. Gade v. National Solid Wastes 
Management Association, 112 S. Ct. 

2374 (1992). Such laws regulate workers 
simply as members of the general 
public. OSHA recognizes that many 
state and local governments have 
enacted provisions designed to protect 
the health of their residents by 
addressing indoor air quality issues 
including the presence of ETS. It is 
OSHA's intent that state and local laws 
consistent with this standard shall 
remain in effect to the full extent 
permissible. 

X. Information Collection Requirements 

5 CFR part 1320 sets forth procedures 
for agencies to follow in obtaining OMB 
clearance for information collection 
requirements under the Paperwork 
Reduction Act of 1980, 44 U.S.C. 3501 
et seq. This proposed indoor air quality 
standard requires the employer to allow 
OSHA access to records. In accordance 
with the provisions of the Paperwork 
Reduction Act and the regulations 
issued pursuant ther *to, OSHA certifies 
that it has submitted ihe information 
collection requirements for this 
proposal to OMB for review under 
section 3504(h) of that Act. 
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Public reporting burden for this 
collection of information is estimated to 
average Eve minutes per response. Send 
any comments regarding this burden 
estimate, or any other aspect of this 
collection of information, including 
suggestions for reducing this burden, to 
the Office of Information Management, 
Department of Labor, room N-1301, 200 
Constitution Avenue, NW., Washington, 
DC 20210; and to the Office of 
Information and Regulatory Affairs, 
Office of Management and Budget, 
Washington, DC 20903. 

XI. Public Participation 

Interested persons are requested to 
submit written data, views and 
arguments concerning this proposal 
Responses to the questions raised at 
various places in die proposal are 
particularly encouraged. These 
comments must be postmarked by June 
29,1993. Comments are to be submitted 
in quadruplicate or 1 original 
(hardcopy) and 1 disk (5 Vi or 3 V 2 ) in 
WP 5.0, 5.1, 6.0 or Ascii Note: Any 
information not contained on disk, e.g., 
studies, articles, etc., must be submitted 
in quadruplicate to: The Docket Office, 
Docket No. H-122, room N-2625, U.S, 
Department of Labor, 200 Constitution 
Avenue, NW., Washington, DC 20210, 
Telephone No. (202) 219-7094. 

All written comments received within 
the specified comment period will be 
made a part of the record and will be 
available for public inspection and 
copying at the above Docket Office 
address. 

Notice of Intention To Appear at the 
Informal Hearing 

Pursuant to section 6(b)(3) of the OSH 
Act, informal public hearings will be 
held on this proposal in Washington, 

DC from July 12 through July 26,1994. 

If OS HA receives sufficient requests to 
participate in the hearing, the hearing 
period may be extended. 

The hearing will commence at 9:30 
a.m. in the auditorium of the Frances 
Perkins Building, U.S. Department of 
Labor, 3rd Street and Constitution 
Avenue NW., Washington, DC 20210. 

Persons desiring to participate at the 
informal public hearing must file a 
notice of intention to appear by June 20, 
1994. The notice of intention to appear 
must contain the following information: 

1. The name, address, and telephone 
number of each person to appear, 

2. The capacity in which the person 
will appear; 

3. The approximate amount of time 
required for the presentation; 

4. The issues that will be addressed; 


5. A brief statement of the position 
that will be taken with respect to each 
issue; and 

6. Whether the party intends to 
submit documentary evidence and, if so, 
a brief summary of it 

The notice of intention to appear shall 
be mailed to Mr. Thomas Hall, OSHA 
Division of Consumer Affairs, Docket 
No. H-122, US. Department of Labor, 
room N—3647, 200 Coos ituiian Avenue, 
NW., Washington, DC 20210, telephone 
(202) 219-0615. 

A notice of intention to appear also 
may be transmitted by facsimile to (202) 
219-5986, by the same date provided 
the original and 3 copies are sent to the 
same address and postmarked no later 
than 3 days later. 

Filing of Testimony and Evidence Before 
the Hearing 

Any party requesting more than ten 
(10) minutes for presentation at the 
informal public hearing, or who intends 
to submit documentary evidence, must 
provide in quadruplicate the testimony 
and evidence to be presented at the 
informal public hearing. One copy shall 
not be stapled or bound and be suitable 
for copying. These materials must be 
provided to Mr. Thomas Hall, OSHA 
Division of Consumer Affairs at the 
address above and be postmarked no 
later than June 29,1994. 

Each submission will bo reviewed in 
light of the amount of time requested in 
the notice of intention to appear. In 
instances where the information 
contained in the submission does not 
justify the amount of time requested, a 
more appropriate amount of time will be 
allocated and the participant will be 
notified of that fact prior to the informal 
public hearing. 

Any party who has not substantially 
complied with the above requirement 
may be limited to a ten-minute 
presentation and may be requested to 
return for questioning at a later time. 

Any party who has not filed a notice 
of intention to appear may be allowed 
to testify for no more than 10 minutes 
as time permits, at the discretion of the 
Administrative Law Judge, but will not 
be allowed to question witnesses. 

Notice of intention to appear, 
testimony and evidence will be 
available for inspection and copying at 
the Docket Office at the address above. 

Conduct and Nature of Hearing 

The hearing will commence at 9:30 
a.m. on the first day. At that time, any 
procedural matters relating to the 
proceeding will be resolved. 

The nature of an informal rulemaking 
hearing is established in the legislative 
history of section 6 of the OSH Act and 


is reflected by OSHA's rules of 
procedure for hearings (29 CFR 
19IT 15(a)). Although the presiding 
officer is an Administrative Law Judge 
and questioning by interested persons is 
allowed on crucial issues, the 
proceeding is informal and legislative in 
type. The Agency's intent, in essence, is 
to provide interested persons with an 
opportunity to make effective oral 
presentations which can proceed 
expeditiously in the absence of 
procedural restraints which impede or 
protract the rulemaking process. 

Additionally, since the hearing is 
primarily for information gathering and 
clarification, it is an informal 
administrative proceeding rather than 
an adjudicative one. The technical rules 
of evidence, for example do not apply. 
The regulations that govern hearings 
and the pre-hearing guidelines to be 
issued fox this hearing will ensure 
fairness and due process and also 
facilitate the development of a clear, 
accurate and complete record. Those 
rules and guidelines will be interpreted 
in a manner that furthers that 
development. Thus, questions of 
relevance, procedure and participation 
generally will be decided so as to favor 
development of the record. 

The nearing will be conducted in 
accordance with 29 CFR part 1911. It 
should be noted that § 1911.4 specifies 
the Assistant Secretary may upon 
reasonable notice issue alternatives 
procedures to expedite proceedings or 
for other good cause. The hearing will 
be presided over by an Administrative 
Law Judge who makes no decision or 
recommendation on the merits of 
OSHA's proposal. The responsibility of 
the Administrative Law Judge is to 
ensure that the hearing proceeds at a 
reasonable pace and in an orderly 
manner. The Administrative Law judge, 
therefore, will have all the powers 
necessary and appropriate to conduct a 
full and fair informal hearing as 
provided in 29 CFR part 1911 including 
the powers: 

1. To regulate the course of the 
proceedings; 

2. To dispose of procedural requests, 
objections and comparable matters; 

3. To confine the presentations to the 
matters pertinent to the issues raised; 

4. To regulate the conduct of those 
present at the hearing by appropriate 
means; 

5. In the Judge's discretion, to 
question and permit the questioning of 
any witness and to limit the time for 
questioning; and 

6. In the Judge's discretion, to keep 
the record open for a reasonable, stated 
time (known as the post-bearing 
comment period) to receive written 
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information and additional data, views 
and arguments from any person who has 
participated in the oral proceedings. 

OSHA recognizes that there may be 
interested persons or organizations who, 
through their knowledge of the subject 
matter or their experience in the field, 
would wish to endorse or support the 
whole proposal or certain provisions of 
the proposal. OSHA welcomes such 
supportive comments, including any 
pertinent data and cost information 
which may be available, in order that 
the record of this rulemaking will 
present a balanced picture of the public 
response on the issues involved. 

XII. List of Subjects 

29 CFR Parts 1910,1915 and 1926 

Hazardous substances, Indoor air 
quality. Occupational Safety and Health, 
Reporting and recordkeeping 
requirements. 

29 CFfl Part 1928 
Occupational Safety and Health. 

XIII. Authority and Signature 

This document was prepared .under 
the direction of Joseph A. Dear, 

Assistant Secretary of Labor for 
Occupational Safety and Health, U.S. 
Department of Labor, 200 Constitution 
Avenue NW., Washington, DC 20210, 
Pursuant to sections 6(b) and 8(c) and 
8(g)(2) of the Act, OSHA hereby 
proposes to amend 29 CFR by adding a 
new § 1910.1033,1915.1033, 1926.1133 
and revising of § 1910.19 and 1928.21 as 
set forth below. 

Signed at Washington, DC this 28th day of 
March, 1994. 

Joseph A. Dear, 

Assistant Secretary'for Occupational Safety 
and Health . 

Part 1910, 1915, 1926, and 1928 of 
title 29 of the Code of Federal 
Regulations (CFR) are hereby proposed 
to be amended as follows: 

XIV Standards 

Part 1910,1915,1926 [AMENDED]— 
OCCUPATIONAL SAFETY AND 
HEALTH STANDARDS 

1. The authority citation for subpart B 
of part 1910 would continue to read as 
follows: 

Authority: Secs. 4. 6, and 8 of the 
Occupational Safety and Health Act, 29 
U.S.C. 653, 655, 657; Walsh-Healey Act, 41 
U.S.G 35 et $eq.; Service Contract Act of 
1965, 41 U.S.C 351 et seq., sec. 107, Contract 
Work Hours and Safety Standards Act 
(Construction Safety Act). 40 U.S.C 333; sec. 
41, Longshore and Harbor Workers* 
Compensation Act, 33 U.S.C 942; National 
Fourdation of Arts and Humanities Ad, 20 


U.S.C 951 et seq.; Secretary of Labor's Order 
No. 12-71 (36 FR 8754), 8-76 (41 FR 1911), 
9-83 (48 FR 35736), or 1-90 (55 FR 9033), 
as applicable. 

2. The authority citation for subpart Z 
of Part 1910 would continue to read as 
follows: 

Authority: Secs. 6; 8 of the Occupational 
Safety and Health Act, 29 U.S.C 653, 655. 
657; Secretary of Labor’s Order No. 12-71 (36 
FR 8754), 8-76 (41 FR 1911), 9-83 (48 FR 
35736), or 1-90 (55 FR 9033), as applicable; 
and 29 CFR part 1911. 

AH of subpart Z issued under section 6(b) 
of the Occupational Safety and Health Act, 
except those substances which have exposure 
li mits l isted in Tables Z-l, Z-2, and Z-3 of 
29 CFR 1910.1000. The latter were issued 
under Section 6(a) (29 U.S.C 655(a)). 

Section 1910.1000, Tables Z-l, Z-2, and 
Z-3 also issued under 5 U.S.C 533. Section 
1910.1000. Tables Z-l, Z-2, and Z-3 were not 
issued under 29 CFR part 1911 except for the 
arsenic (organic compounds), benzene and 
cotton dust listings. 

Section 1910.1001 also issued under Sec. 
107 of Contract Work Hours and Safety 
Standards Act, 40 U.S.C 333. 

Section 1910.1002 not issued under 29 
U.S.C 655 or 29 CFR part 1911; also issued 
under 5 U.S.C 553. 

Section 1910.1025 also issued under 5 
U.S.C 553. 

Section 1910.1043 also issued under 5 
U.S.C 551 et seq. 

Sections 1910.1200,1910.1499, and 
1910.1500 also issued under 5 U.S.C 553. 

3. The authority citation for part 1915 
would continue to read as follows: 

Authority: Sec. 41, Longshore and Harbor 
Workers Compensation Act (33 U.S.C 941); 
secs. 4, 6, 8 Oixupational Safety and Health 
Act of 1970 (29 U.S.C 853. 655, 657); sec. 4 
of the Administrative Procedure Act (5 U.S.C 
553); Secretary of Labors Order No. 12-71 
(36 FR 8754), 8-76 (41 FR 25059). 9-83 (48 
FR 35736) or 1-90 ,55 FR 9033), as 
applicable; 29 CFR part 1911. 

4. The authority citation for subpart Z 
of part 1926 would be revised to read as 
follows: 

Authority: Sec. 107, Contract Work Hours 
and Safety Standards Act {Construction 
Safety Act) (40 U.S.C 333); Secs. 6, 8 of the 
Occupational Safety and Health Act, 29 
U.S.C. 653,655,657; Secretary of Labor‘s 
Order No. 12-71 (38 FR 8754), 8-76 (41 FR 
1911), 9-83 (48 FR 35736), or 1-90 (55 FR 
9033), as applicable; and 29 CFR part 1911. 

Section 1926.1102 not issued under 29 
U.S.C 655 or 29 CFR part 1911; also issued 
under 5 U.S.C 653. 

Section 1926.1103 through 1926.1118 also 
issued under 29 U.S.C 653. 

Section 1926.1128 also issued under 29 
U.S.C 653. 

Section 1926.1145 and 1926.1147 also 
issued under 29 U.S.C 653. 

Section 1926.1148 also issued under 29 
U.S.G 653. 

5. Section 1910.19 of subpart B of part 
1910 is proposed to be amended by 


adding a paragraph (1) to read as 
follows: 

§1910.19 Special provisions for air 
contaminants 
***** 

(1) Indoor air quality. Section 

1910.1033 shall apply to the exposure of 
every employee in every employment 
covered by § 1910.16. 

6. Subpart Z of parts 1910,1915,1926 
of Title 29 of the Code of Federal 
Regulations is proposed to be amended 
by adding identical new sections as 

1910.1033.1915.1033 and 1926.1133 to 
read as follows: 

§_._ Indoor air quality. 

(a) Scope and application. (l)The 
provisions set forth in this section apply 
to ail nonindustrial work environments. 

(2) The provisions set forth in 
paragraph (e)(1) of this section, which 
address employee exposure to tobacco 
smoke, apply to all indoor or enclosed 
workplaces under OSHA jurisdiction. 

(b) Definitions. 

Air contaminants refers to substances 
contained in the vapors from paint, 
cleaning chemicals, pesticides, and 
solvents, particulates, outdoor air 
pollutants and other airborne substances 
which together may cause material 
impairment to employees working 
within the nonindustrial environment. 

Assistant Secretary means the 
Assistant Secretary of Labor for 
Occupational Safety and Health, U.S. 
Department of Labor, or designee. 

Building-related illness describes 
specific medical conditions of known 
etiology which can be documented by 
physical signs and laboratory findings. 
Such illnesses include sensoTy irritation 
when caused by known agents, 
respiratory allergies, asthma, 
nosocomial infections, humidifier fever, 
hypersensitivity pneumonitis, 
Legionnaires’ disease, and the signs and 
symptoms characteristic of exposure to 
chemical or biologic substances such as 
carbon monoxide, formaldehyde, 
pesticides, endotoxins, or mycotoxins. 

Building systems include but are not 
limited to the heating, ventilation and 
air-conditioning (HVAC) system, the 
potable water systems, the energy 
management system and all other 
systems in a facility which may impact 
indoor air quality. 

Designated person means a person 
who has been given the responsibility 
by the employer to take necessary 
measures to assure compliance with thi c 
section and who is knowledgeable in 
the requirements of this standard and 
the specific building systems servicing 
the affected building or office. 

Designated smoking area means 
room, in a non-work area, in which 
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smoking of tobacco products is 
permitted. 

Director means the Director, National 
Institute for Occupational Safety and 
Health (NIOSH) U.S. Department of 
Health and Human Services or designee. 

Employer means all persons defined 
as employers by Sec. 3(5) of the 
Occupational Safety and Health Act of 
1970 including employers (such as 
building owners or lessees) who control 
the ventilation or maintenance of 
premises where employees of other 
employers work. 

HVAC system means the collective 
components of the heating, ventilation 
and air-conditioning system including, 
but not limited to, filters and frames, 
cooling coil condensate drip pans and 
drainage piping, outside air dampers 
and actuators, humidifiers, air 
distribution ductwork, automatic 
temperature controls, and cooling 
towers. 

Nonindustrial work environment 
means an indoor or enclosed work space 
such as, but not limited to, offices, 
educational facilities, commercial 
establishments, and healthcare facilities, 
and office areas, cafeterias, and break 
rooms located in manufacturing or 
production facilities used by employees. 
Non-industrial work environments do 
not include manufacturing and 
production facilities, residences, 
vehicles, and agricultural operations. 

Renovation and remodeling means 
building modification involving 
activities that include but are not 
limited to: removal or replacement of 
walls, ceilings, floors, carpet, and 
components such as moldings, cabinets, 
doors, and windows; painting, 
decorating, demolition, surface 
refinishing, and removal or cleaning of 
ventilation ducts. 

(c) Indoor air quality (IAQ) 
compliance program. 

(lj All employers with workplaces 
covered by paragraph (a)(1) of this 
section shall establish a written IAQ 
compliance program. 

(2) The employer shall identify a 
designated person who is given the 
responsibility to assure implementation 
of the IAQ compliance program. 

(3) Written plans for compliance 
programs shall include at least the 
following: 

(i) A written narrative description of 
the facility building systems; 

(ii) Single-line schematics or as-built 
construction documents which locate 
major building system equipment and 
the areas that they serve; 

(iii) Information for the daily 
operation and management of the 
building systems, which shall include at 
least a description of normal operating 


procedures, special procedures such as 
seasonal start-ups and shutdowns, and a 
list of operating performance criteria 
including, but not limited to minimum 
outside air ventilation rates, potable hot 
water storage and delivery temperatures, 
range of space relative humidities, and 
any space pressurization requirements; 

Civ) A general description of the 
building and its function including but 
not limited to, work activity, number of 
employees and visitors, hours of 
operation, weekend use, tenant 
requirements and known air 
contaminants released in the space; 

(v) A written maintenance program 
for the maintenance of building systems 
which shall be preventive in scope and 
reflect equipment manufacturer’s 
recommendations and recommended- 
good-practice as determined by the 
building systems maintenance industry. 
At a minimum, the maintenance 
program shall describe the equipment to 
be maintained, and establish 
maintenance procedures and frequency 
of performance; 

(vi) A checklist for the visual 
inspection of building systems. 

(4) The following additional 
information, if available, shall be 
retained by the employer to assist in 
potential indoor air quality evaluations: 

(i) As-built construction documents; 

(ii) HVAC system commissioning 
reports; 

(iii) HVAC systems testing, adjusting 
and balancing reports; 

(iv) Operations and maintenance 
manuals; 

(v) Water treatment logs; and 

(vi) Operator training materials. 

(5) The employer shall establish a 
written record of employee complaints 
of signs or symptoms that may be 
related to building-related illness to 
include at least information on the 
nature of the illness reported, number of 
employees affected, date of employee 
complaint, and remedial action, if any, 
taken to correct the source of the 
problem. 

(d) Compliance program 
implementation. Employers shall assure 
compliance with this section by 
implementing at least the following 
actions: 

(1) Maintain and operate the HVAC 
system to assure that it operates up to 
original design specifications and 
continues to provide at least the 
minimum outside air ventilation rate, 
based on actual occupancy, required by 
the building code, mechanical code, or 
ventilation code applicable at the time 
the facility was constructed, renovated, 
or remodeled, whichever is most recent; 

(2) Conduct building systems 
inspections and maintenance in 


accordance with paragraph (c) of this 
section; 

(3) Assure that the HVAC system is 
operating during all work shifts, except 
during emergency HVAC repairs and 
during scheduled HVAC maintenance; 

(4) Implement the use of general or 
local exhaust ventilation where 
housekeeping and maintenance 
activities involve use of equipment or 
products that could reasonably be 
expected to result in hazardous 
chemical or particulate exposures to 
employees working in other areas of the 
building or facility; 

(5) Maintain relative humidity below 
60% in buildings with mechanical 
cooling systems; 

(6) The employer shall monitor 
carbon dioxide levels when routine 
maintenance under paragraph (d)(1) of 
this section is done. When the carbon 
dioxide level exceeds 800 ppm, the 
employer shall check to make sure the 
HVAC system is operating as it should. 
If it is not, the employer shall take 
necessary steps to correct deficiencies if 
they exist. 

(7) Assure that buildings without 
mechanical ventilation are maintained 
so that windows, doors, vents, stacks 
and other portals designed or used for 
natural ventilation are in operable 
condition; 

(8) Assure that mechanical equipment 
rooms and any non-ducted air plenums 
or chases that transport air are 
maintained in a clean condition, 
hazardous substances are properly 
stored to prevent spillage, and asbestos, 
if friable, is encapsulated or removed so 
that it does not enter the air distribution 
system; 

(9) Assure that inspections and 
maintenance of building systems are 
performed by or under the supervision 
of the designated person; 

(10) Establish a written record of 
building system inspections and 
maintenance required to be performed 
under this section; 

(11) Assure that employees 
performing work on building systems 
are provided with and use appropriate 
personal protective equipment as 
prescribed in 29 CFR part 1926, subpart 
E, Personal Protective and Life Saving 
Equipment; 29 CFR part 1926.52, 
Occupational Noise Exposure; 29 CFR 
part 1910, subpart I, Personal Protective 
Equipment; and 29 CFR part 1910.95, 
Occupational Noise Exposure; 

(12) Evaluate the need to perform 
alterations of the building systems to 
meet the minimum requirements 
specified in paragraph (d) of this section 
in response to employee complaints of 
building-related illnesses; and 
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(13) Take such remedial measures as 
the evaluation shows to be necessary. 

(e) Controls for specific contaminant 
sources. 

(1) Tobacco smoke . 

(1) In workplaces where the smoking 
of tobacco products is not prohibited, 
the employer shall establish designated 
smoking areas and permit smoking only 
in such areas; 

(ii) The employer shall assure that 
designated smoking areas are enclosed 
and exhausted directly to the outside, 
and are maintained under negative 
pressure (with respect to surrounding 
spaces) sufficient to contain tobacco 
smoke within the designated area; 

(iii) The employer shall assure that 
cleaning and maintenance work in 
designated smoking areas is conducted 
only when no smoking is taking place; 

(iv) The employer shall assure that 
employees are not required to enter 
designated smoking areas in the 
performance of normal work activities; 

(v) The employer shall post signs 
clearly indicating areas that are 
designated smoking areas; 

(vi) The employer shall post signs that 
will clearly inform anyone entering the 
workplace that smoking is restricted to 
designated areas; and 

(vii) The employer shall prohibit 
smoking within designated smoking 
areas during any period that the exhaust 
ventilation system servicing that area is 
not properly operating. 

(2) Other indoor air contaminants. 

(i) The employer shall implement 
measures such as the relocation of air 
intakes and other pathways of building 
entry, where necessary, to restrict the 
entry of outdoor air contaminants such 
as vehicle exhaust fumes, into the 
building; 

(ii) When general ventilation is 
inadequate to control air contaminants 
emitted from point sources within 
workspaces the employer shall 
implement other control measures such 
as local source capture exhaust 
ventilation or substitution. 

(3) Microbial contamination. 

(i) The employer shall control 
microbial contamination in the building 
by routinely inspecting for, and 
promptly repairing, water leaks that can 
promote growth of biologic agents; 

(ii) The employer shall control 
microbial contamination in the building 
by promptly drying, replacing, 
removing, or cleaning damp or wet 
materials; and 

(iii) The employer shall take measures 
to remove visible microbial 
contamination in ductwork, 
humidifiers, other HVAC and building 
system components, or on building 
surfaces when found during regular or 


emergency maintenance activities or 
during visual inspection. 

(4) Use of cleaning and maintenance 
chemicals, pesticides, and other 
hazardous chemicals in the workplace. 

(i) The employer shall assure that 
these chemicals are used and applied 
according to manufacturers’ 
recommendations; and 

(ii) The employer shall inform 
employees working in areas to be 
treated with potentially hazardous 
chemicals, at least within 24 hours prior 
to application, of the type of chemicals 
intended to be applied. 

(f) Air quality during renovation and 
remodeling , 

(1) General. During renovation or 
remodeling, the employer shall assure 
that work procedures and appropriate 
controls are utilized to minimize 
degradation of the indoor air quality of 
employees performing such activities 
and employees in other areas of the 
building. 

(2) Work plan development. 

(i) Before remodeling, renovation, or 
similar activities are begun the 
employer shall meet with the contractor 
or individual(s) performing the work 
and shall develop and implement a 
work plan designed to minimize entry 
of air contaminants to other areas of the 
building during and after performance 
of the work; and 

(ii) The work plan shall consider all 
of the following where appropriate: 

(A) Requirements of this standard. 

(B) Implementatioivnf means to assure 
that HVAC systems continue to function 
effectively during remodeling and 
renovation activities. 

(C) Isolation or containment of work 
areas and appropriate negative pressure 
containment. 

(D) Air contaminant suppression 
controls or auxiliary air filtration/ 
cleaning. 

(E) Controls to prevent air 
contaminant entry into the HVAC air 
distribution system. 

(3) Prior notification of employees 
who work in the building. 

(i) The employer shall notify 
employees at least 24 hours in advance, 
or promptly in emergency situations, of 
work to be performed on the building 
that may introduce air contaminants 
into their work area; 

(ii) Notification shall include 
anticipated adverse impacts on indoor 
air ouality or workplace conditions, 

(gj Employee information and 
training. 

(1) The employer shall provide 
training for maintenance workers and 
workers involved in building system 
operation and maintenance which shall 
include at least the following: 


(1) Training in the use of personal 
protective equipment (PPE) needed in 
operating and maintaining building 
systems: 

(ii) Training on how to maintain 
adequate ventilation of air contaminants 
generated during building cleaning and 
maintenance; and 

(iii) Training of maintenance 
personnel on how to minimize adverse 
effects on indoor air quality during the 
use and disposal of chemicals and other 
agents. 

(2) All employees shall be informed 
of: 

(i) The contents of the standard in this 
section and its appendices; and 

(ii) Signs and symptoms associated 
with building-related illness and the 
requirement under paragraphs (d)(12) 
and (d)(13) of this section directing the 
employer to evaluate the effectiveness of 
the HVAC system and to take remedial 
measures to the HVAC system if 
necessary, upon receipt of complaints 
from employees of building-related 
illness. 

(3) Availability of training material. 
The employer shall make training 
materials developed in response to 
paragraph (g), including the standard in 
this section and its appendices, 
available for inspection and copying by 
employees, designated employee 
representatives, the Director, and the 
Assistant Secretary. 

(h) Recordkeeping. 

(1) Maintenance records. The 
employer shall maintain inspection and 
maintenance records required to be 
established under paragraph (d) of this 
section, which shall include the specific 
remedial or maintenance actions taken, 
the name and affiliation of the 
individual performing the work, and the 
date of the inspection or maintenance 
activity. 

(2) Written IAQ compliance program. 
The employer shall maintain the written 
compliance program and plan required 
to be established under paragraph (c) of 
this section. 

(3) Employee complaints. The 
employer shall maintain a record of 
employee complaints of signs or 
symptoms that may be associated with 
building-related illness required to be 
established under paragraph (c)(5) of 
this section. These complaints shall be 
promptly transmitted to the designated 
person for resolution. 

(4) Retention of records. The 
employer shall retain records required 
to be maintained under this section for 
at least the previous three years, except 
that records required to be maintained 
under paragraphs (h)(1) and (h)(2) of 
this section need not be retained for 
three years if rendered obsolete by the 
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establishment and replacement of more 
recent records, or rendered irrelevant 
due to HVAC system replacement or 
redesign. 

(5) Availability. The records required 
to be maintained by this paragraph shall 
be available on request to employees 
and their designated representative and 
the Assistant Secretary for examination 
and copying. 

(6) Transfer of records. Whenever the 
employer ceases to do business, records 
that are required to be maintained by 
paragraph (h) of this section shall be 
provided to and retained by the 
successor employer. 

(1) Dates . (1) Effective date . This 
section is effective (DATE 60 DAYS 
FROM PUBLICATION OF THE FINAL 
RULE] 

(2) Start-up dates . 

Employers shall have implemented all 
provisions of this standard no later than 
one year from [THE EFFECTIVE DATE 
OF THE FINAL RULE]. 

Appendix A to §_._— 

CARBON DIOXIDE MEASUREMENT 
PROTOCOL (NONMANDATORY) 

Carbon dioxide (CO 2 ) sampling is one of 
the measurement tools used to characterize 
indoor air quality. Indoor CO 2 air 
concentrations are indicator measures for 
effectiveness of building ventilation. Elevated 
carbon dioxide levels can be an indicator of 
inadequate outside air exchange rates. 

Carbon dioxide concentrations below 800 
ppm generally indicate that the ventilation is 
adequate for diluting occupant-generated 
contaminants. The carbon dioxide 
concentration and the associated outside air 
ventilation rate ofTers no confidence as to the 
adequacy of dilution and removal of other 
contaminants released in the space. There is 
also no implication of health effects 
associated with this level of carbon dioxide, 
or any implication of a permissible exposure 
limit. Health effects have been observed in 
buildings where the carbon dioxide levels 
were below 800 ppm. 

OSHA recommends this procedure: 

(1) Design a program of air sampling that 
includes samples taken: (a) at least every 
three months to detect the effects of seasonal 
changes (summer/winter transition seasons); 
fb) after adjustments have been made to the 
HVAC system; and (c) at any time there is 
reason to believe air quality has deteriorated. 
At least once a year carbon dioxide levels 
should be monitored when the HVAC system 
is providing minimum outside air 
ventilation. 

(2) Measure carbon dioxide concentrations 
late in the morning (about 11:00 am) and late 
in the afternoon before workers leave for 
hope {about 3:30 pm). These are the-times 
when carbon dioxide levels should be closest 
to equilibrium levels and should give the best 
indication of effective air exchange rates. 
These normal use patterns may be altered by 
visitor frequency and should be accounted 
for in the monitoring scheme. 

(3) Conduct the sampling at a height of 
between 3 and 5 feet above the floor, or about 


the height of employees* heads, Make sure 
the samples are taken at least 2 feet from 
where people are breathing. Take the samples 
at a sufficient distance from any other 
sources of carbon dioxide so these sources do 
not affect the measurements. 

(4) Select sampling locations in normally- 
occupied areas where the ventilation mixing 
would be the least effective. These areas 
might include comers of a room farthest from 
supply ducts and exhaust vents, locations 
surrounded by barriers that might affect air 
movement, or rooms at th<* for end of a 
ventilation supply duct 

(5) Measure the carbon dioxide levels 
outside the building for comparison with the 
indoor levels. Average outdoor carbon 
dioxide levels are typically 300 to 500 ppm. 

(6) Use colormetric detector tubes or other 
direct-reading instruments calibrated and 
operated according to the manufacturer's 
instructions for measuring carbon dioxide 
concentrations. 

Take sampling and analytical error into 
account before comparing results with the 
600 ppm benchmark All measuring devices 
have a degree of uncertainty associated with 
the results. An estimate of that uncertainty is 
called the sampling and analytical error. The 
uncertainty can be reduced by taking more 
samples with the same device. Table A-l can 
be used to assure 95 percent confidence that 
the average of the results from a set of 
detector tube samples is less than 800 ppm. 
OSHA recommends these following steps; 

(1) Calculate the average of the 
measurements. 

(a) Add the detector tube results together. 

(b) Divide that total by the number of 
samples. 

(2) Compare the average of the results with 
the number of samples taken in the second 
column in the table. IHhe average is less than 
the number in the table, there is confidence 
that the CO? levels are less than 800 ppm. 
Example: Three samples are taken and the 
results are 650 ppm, 710 ppm, and 680 ppm. 
The average of these three samples is 680 
ppm (2,040 ppm divided by 3). The results 
indicate confidence that the carbon dioxide 
levels are less than 800 ppm since the 680 
ppm average of the three samples is less than 
695 ppm 

Table A-l.—N umber of Samples 
Taken To Assure 95 Percent 
Confidence CO2 Concentrations 
Are Less Than 800 ppm 


Number of samples taken 

The av¬ 
erage' 
(ppm) 

2.. 

670 

3..... .. 

695 

4 ____ 

710 

5... 

720 

6... 

725 

7._. 

730 



* The average must be less than. 


Table A-2 shows how to determine if the 
indoor sample results are significantly 
different from the results taken outdoors. Use 
this table by following these steps: 


(1) Taka the same number of samples 
indoors and outdoors. 

(2) Average the results of the outdoor and 
indoor samples. 

(a) Add the outdoor results together and 
divide by the number of samples taken. 

(b) Add the indoor results together and 
divide by the number of samples taken. 

(3) Compare the range of the outdoor and 
indoor samples. 

(a) Subtract the lowest sample result of the 
outdoor samples from the highest result for 
the outdoor samples. 

(b) Subtract the lowest sample result of the 
indoor samples from the highest result for the 
indoor samples. 

(4) Calculate Delta, which is a term derived 
by subtracting the difference between the 
indoor average and the outdoor average and 
then multiplying that result times 2. 

(5) Calculate the Sum of the Ranges. Add 
the outdoor Range and the indoor Range 
together, 

(6) Calculate the Test Statistic. Divide 
Delta by the Sum of the Ranges. 

(7) Compare the Test Statistic with the 
second column in the table below. If the Test 
Statistic is more than the number found in 
the column, the difference is significant. 

Example: 

(1) Three samples are taken indoors and 
three samples are taken outdoors. The results 
of the outdoor samples are 500 ppm. 580 
ppm and 480 ppm. The results of the indoor 
samples are 650 ppm, 710 ppm, and 680 
ppm. 

(2) The average of the outdoor samples is 
520 ppm (1,560 ppm divided by 3) and the 
average of the indoor samples is 680 ppm 
(2,040 ppm divided by 3). 

(3) The Range of the outdoor samples is 
100 (580 - 480=*! 00) and the Ranged the 
indoor samples is 60 ppm (710-650). 

(4) ,, Delta M is 320; (680-520)x2=:320. 

(5) The “Sum of the Ranges" is 160; 
(100+60)3160. 

(6) The “Test Statistic" is 2 (320 divided 
by 160=2). 

(7) Since the "Test Statistic." 2, is greater 
the 0.974 found in the table for 3 samples, 
the indoor air levels of carbon dioxide are 
significantly more than the outdoor air levels. 

Table A-2.—Determination of the 
Test Statistic (If Inside CO2 
Concentration Testing Results 
Are Significantly Different 
From Outside Concentrations 
(95 Percent Confidence)) 


Number of samples taken 

Test 
statistic 1 

p 

2.322 

3... 

0.974 

4...... 

0.644 

5.. 

0.493 

6. 

0.405 


0.347 


1 Test statistic must be more than. 


If the indoor sample results show levels 
that are greater than 800 ppm or that the 
indoor levels are significantly more than the 
outdoor levels, initiate actions to investigate 
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the functioning of the HVAC system and 
determine if the employees are affected. 

APPENDIX B to §_._— 

INFORMATION SOURCES— 
NONMANDATORY 

The following is a partial list of available 
data sources which building owners/agents 
of employers may wish to consult to help 
identify, characterize, and reduce sources of 
indoor air pollutants in office work 
environments. These sources also provide 
useful information concerning the operation, 
maintenance, and evaluation of mechanical 
ventilation systems. 

Building Air Quality: A Guide for Building 
Owners and Facility Managers. U.S. EPA/ 
NIOSH. Dec. 1991. EPA/40G/1-91/033. 

DHHS (NIOSH) Publication No. 91-114. 
Available from Superintendent of 
Documents, P.O. Box 371954, Pittsburgh, PA 
15250-7954. 

Introduction to Indoor Air Quality: (1) Self- 
Paced Learning Module and (2) A Reference 
Manual. U.S. EPA, Office of Air and 
Radiation. EPA/400/3-91/00. July 1991, 

Managing Indoor Air Quality. 1991. Shirley 
J. Hansen. The Fairmont Press, Inc., 700 
Indian Trail, Lilbum, GA 30247. 

ASHRAE Standard 62-1989. Ventilation 
for Acceptable Indoor Air Quality. American 
Society of Heating, Refrigeration, and Air- 
conditioning Engineers, Inc. 1791 Tullie 
Circle, NE, Atlanta. GA 30329. 

Washington State Ventilation and Indoor 
Air Quality Code, Chapter $1-13 WAC. 
Washington State Building Code Council. 

Indoor Air Quality Workbook. 1990. D. Jeff 
Burton. IVE, Inc., 178 North Alta Street. Salt 
Lake City, Utah 84103. 


APPENDIX C to §_._— 

SMOKING CESSATION PROGRAM 
INFORMATION—NONMANDATORY 

The following organizations provide 
smoking cessation information and program 
material: 

(1) The National Cancer Institute operates 
a toll-free Cancer Information Service (CIS) 
with trained personnel to help you. Call 1- 
8 00 - 4 -CANCER to reach the CIS office 
serving your area, or write: Office of Cancer 
Communications, National Cancer Institute, 
National Institutes of Health, Building 31, 
Room 10A24, Bethesda. Maryland 20892. 

(2) American Cancer Society, 1599 Clifton 
Road NE, Atlanta, Georgia 30062, (404) 320- 
3333. The American Cancer Society (ACS) is 
a voluntary organization composed of 58 
divisions and 3,100 local units. Through 
“The Great American Smokeout” in 
November, the annual Cancer Crusade in 
April, and numerous educational material, 
ACS helps people learn about the health 
hazards of smoking and become successful 
exsmokers. 

(3) American Heart Association, 7320 
Greenville Avenue, Dallas Texas 75231, (214) 
750-5300. The American Heart Association 
(AHA) is a voluntary organization with 
130,000 members (physicians, scientists, and 
laypersons) in 55 states and regional 
materials about the effects of smoking on the 
heart. AHA also has developed a guidebook 
for incorporating a weight-control component 
into smoking cessation programs. 

(4) American Lung Association, 1740 
Broadway, New York, New York 10019, (212) 
245-8000. A voluntary organization of 7,500 
members (physicians, nurses and 
laypersons), the American Lung Association 
(ALA) conducts numerous public 
information programs about the health effects 
of smoking. ALA has 59 state and 85 local 
units. The organization actively supports 
legislation and information campaigns for 


nonsmokers* rights and provides help for 
smokers who want to quit, for example 
ttuough “Freedom From Smoking/' a self- 
help cessation program. 

(5) Office on Smoking and Health, United 
States Department of Health and Human 
Services, 5600 Fisher Lane, Park Building, 
Room 110, Rockville, Maryland 20857. The 
Office of Smoking and Health (OSH) is the 
Department of Health and Human Services' 
lead agency in smoking control. OSH has 
sponsored distribution of publications on 
smoking-related topics, such as free flyers on 
relapse after initial quitting, helping a friend 
or family member quit smoking, the health 
hazards of smoking, and the effects of 
parental smoking on teenagers. 

PART 1928—OCCUPATIONAL SAFETY 
STANDARDS FOR AGRICULTURE— 
AMENDED 

7. The authority citation for Part 1928 
is proposed to continue to read as 
follows: 

Authority: Secs. 4, 6, 8, Occupational 
Safety and Health Act of 1970 (29 U.S.C. 653, 
655,657); Secretary of Labor’s order Nos. 12- 
71 (36 FR 8754), 8-76 (41 FR 25059), 9-83 
(48 FR 35736), or 1-90 (55 FR 9033), as 
applicable; 29 CFR part 1911. 

8. Section 1928.21 is proposed to be 
amended by adding a new paragraph 
(a)(6) as follows: 

§ 1928.21 Applicable standards In 29 CFR 
Part 1910. 

(а) *** 

(б) Indoor air quality—Section 
1910.1033. 

(FR Doc. 94-7619 Filed 4-4-94; 8:45 amj 
BILLING CODE 45104S-P 
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capita I repairs, and reserves required for 
the private owner to address the drug- 
related criminal activity problem. 

(2)(i) HUD Field Offices or contract 
administrators shall approve special 
rent increases based on a written 
submission from the owner which is to 
include all supporting data as may be 
required by HUD. In order to be eligible 
for such an adjustment, the project rent 
increases must be determined by the 
Annual Adjustment Factors. 

(ii) In order to be considered for a 
special adjustment, owners shall submit 
sufficient evidence, as required by HUD, 
to the Field Offices or contract 
administrator that will allow HUD to 
determine that: 

(A) The project is located in a 
community where the drug-related 
criminal activity is community-wide 
and not project specific? 

(B) The drug-related criminal activity 
has resulted in substantial increases in 
the project's operating, maintenance and 
capital repair expenses. 

(iii) Prior to approval of a special 
adjustment to cover the cost of physical 
improvements, HUD will perform an 
environmental review to the extent 
required by HUD's environmental 
regulations at 24 GFR part 50, including 
the applicable related authorities at 24 
CFR 50.4. 

(3)(i) The special adjustment remains 
in effect (subject to the availability of 
funds) until the security problems at the 
project are rectified 6f tests decrease: 

(ii) HUD Field Offices or contract 
administrators are authorized to “back 
out” the special adjustment vyhen the 
need for the special rent increase can no 
longer be justified. Prior to computing 
an annual adjustment of rents, all 
special rent increases approved should 
be reviewed by HUD Pield Offices or 
contract administrators to determine if 
the special adjustment needs to be 
“backed out.” 

* * « * .* 

Dated: June 7,1994. 

Nicolas P. Retsinas, 

Assistant Secretary for Housing—Federal 
Housing Commissioner. 

IFR Doc. 94-14343 Filed 6-13-94; 8:45 am| 

BILLING CODE 4210-37-P 


DEPARTMENT OF THE TREASURY 
27 CFR Part 4 

[Notice No. 797; Ref: Notice No. 792) 

PIN 1512-AB25 

Use of the Term “Reserve” on Wine 
Labels (93F-033P) 

AGENCY: Bureau of Alcohol, Tobacco 
and Firearms (ATF), Department of the 
Treasury. 

ACTION: Advance notice of proposed 
rulemaking; extension of comment • 
period. 

SUMMARY: This notice extends the 
comment period for Notice No. 792, an 
advance notice of proposed rulemaking, 
published in the, Federal Register on 
March 17,1994. ATF has received a 
request to extend the comment period in 
order to provide sufficient time for all 
interested parties to respond to the 
complex issues addressed in the 
advance notice. ... 

DATES: Written comments must be 
received on or before July 15,1994. 
AOORESSES: Send written comments to: 
Chief, Wine and Beer Branch; Bureau of 
Alcohol, Tobacco and Firearms; P.O. 

Box 50221; Washington, DC 20091- 
0221 ; A TTN: Notice No. 797 . 

FOR FURTHER INFORMATION CONTACT: 

James P. Ficaretta, Wine and Beer 
Branch, Bureau of Alcohol, Tobacco and 
Firearms, 650 Massachusetts Avenue, 
NW., Washington, DC 20226 (202-927- 
8230). 

SUPPLEMENTARY INFORMATION: 
Background 

On March 17,1994, ATF published an 
advance notice of proposed rulemaking 
(ANPRM) in the Federal Register 
soliciting comments from the public and 
industry on whether the regulations 
should be amended to include a 
definition for the term “reserve” when 
used on wine labels (Notice No. 792; 59 
FR 12566). 

The comment period for Notice No. 

792 was scheduled to close on June 15, 
1994. Prior to the close of the comment 
period ATF received a request from a 
national trade association, the National 
Association of Beverage Importers, Inc. 
(NABI), to extend the comment period 
an additional 60 days. NABI, 
representing the companies that import 
90 percent of all alcoholic beverages 
brought into the U.S., stated that it must 
coordinate the comments of its 
members, many of whom are foreign 
companies importing their products into 
the U.S. Additional time is needed in 
order to adequately analyze and 


communicate the impact that the 
ANPRM will have on NABI member 
companies. 

In consideration of the above, ATF 
finds that an extension of the comment 
period is warranted; However, the 
comment period is being extended 30 
days, until July 15,1994. TheBureau 
believes that a comment period totaling 
120 days is a sufficient amount of time 
for all interested parties to respond. 

Drafting Information 

The principal author of this document 
is James P. Ficaretta, Wine and Beer 
Branch, Bureau of Alcohol. Tobacco and 
Firearms. 

List of Subjects in 27 CFR Part 4 

Advertising, Consumer protection. 
Customs duties and inspection, Imports. 
Labeling, Packaging and containers, and 
Wine. 

Authority and Issuance: This notice is 
issued under the authority in 27 Ll.S.C. 205. 

Signed: June 7,1994. 

Daniel R. Black, 

Acting Director. 

IFR Doc. 94-14381 Filed 6-13-94; 8:45 am) 
BILLING CODE 4S10-31-U 


DEPARTMENT OF LABOR 

Occupational Safety and Health 
Administration 

29 CFR Parts 1910,1915,1926 and 
1928 

Pocket No. H-122] 

RlN 1218-AB37 

Indoor Air Quality; Proposed Rule 

AGENCY: Occupational Safety and Health 
Administration (OSHA), Labor. 
action: Extension of Comment Period 
and Rescheduling.of Public Hearing. 

SUMMARY: By this document, the 
Occupational Safety and Health 
Administration (OSHA) is extending the 
comment period and dates for 
submitting notices of intention to 
appear, as well as hearing testimony and 
evidence, ^nd is postponing the public 
hearing on the proposed rule on indoor 
air quality which was published on 
April 5,1994 .(59 FR 15968). The 
comment period was to end on June 29, 
1994; public hearings were scheduled to 
begin on July 12,1994*. Following 
publication of the proposal, thirteen 
written requests to extend the comment 
period or postpone the public hearing 
were received. As a result of these 
requests, OSHA is extending the 
comment period to August 13,1994. 
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Public hearings will be scheduled to 
begin on September 20.1994. 

DATES: Comments must be postmarked 
on or before August 13.1994. Notices of 
intention to Appear at the public 
hearing must be postmarked on or 
before August 5,1994. Testimony and 
evidence to be submitted at the hearing 
must be postmarked by August 13.1994. 
The hearing will begin at 9:30 a.m.. 
Tuesday. September 20.1994 in 
Washington. DC. 

ADDRESSES: Comments are to be 
submitted in quadruplicate or 1 original 
(hard copy) and 1 disk (5-1/4 or 3-1/2) 
in WP 5.0. 5.1, 6.0 or Ascii to: Docket 
Office, Docket No. H-122. room N- 
2625, U. S. Department of Labor. 200 
Constitution Avenue. NW,, Washington. 
DC 20210; Telephone: (202) 219-7894. 
Any information not contained on disk, 
e.g., studies, articles, etc., must be 
submitted in quadruplicate. 

Notices of intention to appear and 
testimony and evidence are to be 
submitted in quadruplicate to: Mr. 
Thomas Hall, Division of Consumer 
Affairs, Occupational Safety and Health 
Administration, 200 Constitution 
Avenue, NW., room N-3649. 
Washington, DC 20210; Telephone: 

(202) 219—8615. 

The hearing will be held in the 
auditorium, of the U.S. Department of 
Labor, 200 Constitution Avenue. NW., 
Washington, DC. 

FOR FURTHER INFORMATION CONTACT; Mr. 
lames F. Foster, Office of Public Affairs, 
Occupational Safety and Health 
Administration, room N-3649. U. S. 
Department of Labor. 200 Constitution 
Avenue, NW., Washington, DC 20210; 
Telephone: (202) 219-8151. 

SUPPLEMENTARY INFORMATION: 
Background 

On April 5,1994, OSHA published a * 
notice of proposed rulemaking on 
indoor air quality (59 FR15968 et seq.), 
The proposal covered a broad range of 
issues falling into two major categories: 
(1) General indoor air quality as 
manifested in sick building syndrome 
and building related illnesses; and (2) 
environmental tobacco smoke. 

Extension of the Comment Period and 
Re-scheduling of the PubPc Hearings 

Thus far OSHA has receive thirteen 
written requests to extend the comment 
period or re-schedule the public hearing 
to a later date. These requests have been 
received from: Business Council on 
Indoor Air (Exh. 9-121). Law firm of 
Paul, Hastings, Janofsky.and Walker 
(Exh. 9-2265)1 National Energy 
Management Institute (Exh. 9^229), 
Barrera Associates. Ina (Exh. 9-539), R. 


J. Reynolds Tobacco Company (Exk 9- 
540), Clean Air Device Manufacturer* 
Coalition (Exh, 9-1610), ICF Kaiser 
Environment and Energy Group (Exh. 9- 
1612), Philip Morris (Exh. 9-2202), 

Total Indoor Environmental Quality 
Coalition (Exh. 9-541), American 
Nurses Association (Exh. 9-2263). 
National Licensed Beverage Association 
(Exh. 9-2264), United Technologies 
Carrier (Exh. 9-1613) and United Air 
Specialists, Inc (Exh. 9-2288). The 
requesters believe that a number of 
factors including the amount and 
complexity of information relied on in 
the proposal, the desire of interested 
persons to submit extensive comments 
and for various trade associations to 
coordinate among their members justify 
a modest extension of time. Based on 
these requests, the Agency has agreed to 
an extension of the comment period and 
has re-scheduled the public hearings to 
allow more time for interested persons 
to adequately prepare their response to 
the OSHA proposal. OSHA’s rules for 
participating in its rulemaking were 
printed in the proposal (59 FR 16034). 

All persons interested in participating 
in this proceeding are requested to 
review these rules in their entirety. For 
public convenience these procedures 
are summarized below. 

Notice of Intention to Appear at the 
Informal Hearing 

Pursuant to section 6(b)(3) of the OSH 
Act, an informal public hearing will be 
held on the IAQ proposal in 
Washington, DC from September 20 
through October 14,1994. The hearing 
may be extended if this period is not 
adequate to accommodate all those 
filing valid notices of intention to 
appear at the public hearing or the 
hearing may be shortened if the 
schedule is completed earlier. 

The hearing will begin at 9:30 a.m, on 
Tuesday, September 20,1994 in the 
auditorium of the Frances Perkins 
Building, U.S. Department of Labor, 200 
Constitution Avenue, NW., Washington, 
DC 20210. 

Persons desiring to participate at the 
informal public hearing must file a 
notice of intention to appear by August 
5,1994. The notice of intention to 
appear must contain the following 
information: 

1. The name, address, and telephone 
number of each person to appear. 

2. The capacity in which the person 
will appear, 

3. The approximate amount of time 
required for the presentation; 

4. The issues that will be addressed: 

5. A brief statement of the position 
that will be taken with respect to each 
issue; and 


8. Whether the party intends to 
submit documentary evidence and, if so, 
4 Mef summary of it. 

The notice of intention to appear shall 
be mailed to Mr. Thomas Hall, OSHA 
Division of Consumer Affairs, Docket 
Mo. H-122, U. S. Department of Labor, 
room N-3647, 200 Constitution Avenue, 
NW., Washington, DC 20210; 

Telephone: (202) 219-6615. 

A notice of intention to appear may 
also be transmitted by facsimile to (202) 
219-5986, by the same date, provided 
that the original and 3 copies are sent 
to the same address and postmarked by 
the due date. 

Individuals with disabilities wishing 
to attend the hearing should contact the 
hearing management officer, Mr. 

Thomas Hall, to obtain appropriate 
accommodations at the hearing. 

Filing of Testimony and Evidence 
Before the Hearing 

Any party requesting to appear at the 
hearing or anyone who intends to 
submit documentary evidence, must 
provide in quadruplicate the testimony 
and evidence to be presented at the 
informal public hearing. One copy shall 4 
not be stapled or bound.and must be 
suitable for copying. These materials 
must be provided to Mr. Thomas Hall, 
OSHA Division of Consumer Affairs at 
the address above and must be 
postmarked no later than August 13 . 

1994. 

Each submission will be reviewed 
carefully in light of the amount of time 
requested in the notice of intention to 
appear. In instances where the 
information contained in the 
submission does not justify the amount 
of time requested, a more appropriate 
amount of time will be allocated and the 
participant will be notified of that fact 
prior to the informal public hearing. 

Any party who has not complied with 
the above requirement may be denied an 
opportunity to participate or may be 
requested to return for questioning at a 
later time. 

Any party who has not filed a notice 
of intention to appear may be allowed 
to testify for no more than 10 minutes 
as time permits, at the discretion of the 
Administrative Law Judge, but will not 
be allowed to question other witnesses. 
Because of the great amount of interest 
that the proposal has generated thus far, 
there may not be enough time to 
accommodate those individuals wishing 
to make short presentations who have 
not filed valid notices of intention to 
appear; however, efforts will be made to 
allow such short presentations. 

Notices of intention to appear, 
testimony and evidence will be 
available for inspection and copying at 
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th«£kodtelO0k!i:att^adaft^};ii)o«ed 
aiawe, ■ 

Conduct and Nature efHeasmg, 

The hearing wftt begrn* aft ft39 aan* on 
September 2ft lOM Af that trem, any 
procedural re fating to the* 

proceeding wilt W resolved. 

The nature of aw informal rulemaking 
hearing is established in the legislative 
histoiy* ofsectiow ft of the OSH Acf and 
is reflected 1 by OSHA’s rules of 
procedure for hearings (29 CFR 
191 l.lSfaft Although the presiding 
officer is* an Administrati ve Law JudJge 
and questioning by interested persons is 
afTowed on* crucial issues*, the 
proceeding is mformaf and legislative in 
nature; The Agency's intent*,, m essence, 
is tor provide interested persons with an 
; opportunity fo make effective oral 
presentation which era proceed 
expeditiously in thaobaeac* of 
procedural restraints which impede or 
protract the rulemaking, process. 

Additionally,, since the hearing is 
primarily for information gathering and 
clarification* it £& an informal 
administrative proceeding rather than 
an adjudicative one. The technical rules 
of evidence* for example, da not apply. 
The regulations that govern hearings C29 
CFR part 19111 and the prerhearing 
guidelines ta be issued for this hearing 
will ensure fairness and due process 
and also facilitate the development ef a 
clear,, accurate and complete record. 
These rules and Madelines-will be 
Interpreted in & manner that furthers the 
development of a dear recerek Thus, 
questions of relevance, procedure and 
participation generally will be decided 
so as to favor the development of the 
record. 

The hearings will bar conducted in 
accordance with 2& CFR part 1911. U 
should be noted that §1911.4 specifies 
that the Assistant Secretary may, upon 
reasonable notice, issue alternative 
procedures to- expedite proceedings or 
for other good cause. The hearing will 
be presided aver by an* Acbnimslrati ve 
Law Judge who makes no decrsicnsr or 
recommendation on the merits ol 
OSHA’s proposal The rwpoesibrlSty of 
the Administrative Law Judge is to* 
ensure that the hearing proceeds aft a 
reasonable pace and in an orderly 
meaner. The Administrative- Law bulge, 
therefore* will ha ve all powers 
necessary and appropriate to conduct a 
fedi and fate informal: hearing; as 
provided ii* 29 CFR Part 191T V including 
the powers^ 

h Ta negufatetheceunw of the_ 

proceedings; ' 

2. T<» dihpese «£peveetireaft request!*, 
•feperforet ami* cumprasabto mafttenwy 


. 3L To eoaftw th» presentations to tike 
mutters: pretiwenft to the issues raised; 

4L To* regulate the cmwfawt of those 
present at the hearing by appropriate 
means; 

5+ ta the jwdfee’fc discretions, to 
question* and permit ffieqtwstidmeg’of 
any witness and to Kmft the time for 
qcRstkmhr^ and 

ft fix the Judged dwcrafioi*, to keep 
the record open for® reasonable*, stated 
time to receive written mfofmatiow and 
additional data, views and argument* 
from any person who-has poriicipated in 
the oral proceedings. 

GSHA recognizes that there may be 
interested persons or organizationswho, 
through their knowtedge of the subject 
matter or their experience 1 m the ffeht, 
would wish to- endorse or support the 
whete proposal os certain provisions of 
the proposal, QSHA welcomes such 
supportive comments incfOTfegany 
pertiaen* date anrf cost fnfonmlron 
which nray WaveRhhfo nr order that 
th* record of this mtenaftihf wifi 
present abafencedp&tttreoftfce public 
response *» the feaueeinreohed. 

Authority and Signature 

Tkfa document was.prepared unde* 
t he direction of Joseph A. DUsur, 

Assistant Secretary of Labor foe 
Occupational. Safety and Hecdth*!!. S* 
Department of Labor* 203 Constitution 
Avenue, NW.* Washington* DC 20211J. It 
is issued pueuairf to section: 6{bf of the 
Occupational Safety and Heeftfr Act of 
1970 (84 Stat. 1593, 29LLS.C. 

Signwf aft Washington,. DEC, this* 6th day of 
Jlme T934. 

Joseph iC Dear* 

Assistant Stcrviaryt q/ Laban 

[FR Doc- 94^-1432£ Fifarf,ft-'VM4; H;45 arri 
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ENMROmtENrTAL PROTECTJQte 
AGENCY 

4U CFR Part 52 

[CA 71 - 4 - 6351 ; FRL^» 997-91 

Approval and Prormriqattow of 
ftnptemeirtattoi? Pfamr Criffomfo State 
tmpfementatfcm Plait Pfevfeiora Santo 
Bartmnr County Afr Petftotton Control 
District San Diego County Air Pofftition 
Centred District 

AGENCYz Eavkowuentei Protection. 

Agency (H^A), 

4CTCHr Notice of proposed ruchsmaking. 


lumwmEPA »p»pprom# toapprove 
revwidjw fie tire* CaKfcnufa State 
trepkofwwtetixn» HWi n rftfe ftr 

concern the eoritrol of vola^*te*<wgeftfa: 


i compound fVOQ tmwsfonw horn 

polyesterresfovoperation*. The Intended 
«ffa* of proposing approval of these 
ittfasis to regulateEurasian* ef VOCa in 
accoitisuare with the requirements of the 
Clean Air Act as amended in 196© 

{CAA or the* Act); iPATs fiaat action on 
this, notice of proposed luhamaitiwgr 
SNPRJ will incorporate these rotes: info 
the federally approved SIP- EFA has 
evaluated each of thew rules.anti is 
proposing to approve then* undo 
provisions of the GAA regarding UFA 
i action on SIP subm&tatst SIPs for 

national primary and secondary ambienf 
air quality standards and plan 
, requirements for nonuttatmiuont areas* 
DATES: Comments be received on 
oe before: July 14* 1994. 

ABSmsSESt Comments may be matted 
tot Danfel'A. Meer,. Kufemakiog Section 
(A-S-^X-Air and Toodcs.Dlvirii^.U.S 
Environmental Protection Agen*gp r 
Region DC, 75* Hawthorn* Street, San 
Franeiaco, CA 94105. 

Copies ol the ml* re various anti EPA n 
evaluation* report of each nrie are^ 
asariable for public mspectfon. aft EPA’s 
Region & office, chiririg normal business 
hours. Copies of tWsdrinritteti nalr 
revisions are afao avaifabiefor 
inspection at the followrny local ions; 

California Air Resources Board, 
Stationary Sonrce* Drvisitur* 2020 L 
Street, Sacramento; CA 95814*. 

Santa Barbara County* ArrPbHbrtkm 
Control District, 26- Casti few Drive. B- 
2$> Goleto, CA 9®n7. 

San DiegaCiminl^Aur^^hcaiorb 
Control District, 9556 Chesapeake Dri-vi-*. 
Saw SJfego, CA 92T23-108ft 
kw fowhew WFOftrernofr coHntcrr 
Christine Vineyard, Rixfeiiraimg-Secfioit 
(A—5—3), Arr and Toodca. DfroioTK t>-S 
Environmental Protection Agency, 

Region IX, 75 Hawthorne Street, San 
Francisco, CA, 94105' r Telephone: (415) 
744-1197. 

SUPPLEMENTARY <NFQRM*nWte 
Applicability 

The* rufas being proposed for approve 1 
into the Cali fomia SW includbr Son te» 
Barbara County AirPte^atidw Control 
District fSBCAPCDfc Rute 34ft R>Fyester 
Resin Operations;and SraDie^iCai«i1y 
Aix Pollution Control District 
(SDCAPCD), Rule 67.lZ*Pofyester Resin 
Operations; These rtriby were submitted 
by the Caitforma Air Besowt^ Briaarf 
(CARBJ to EPA on hfoverri&trTB', T993. 

Background 

On Hfbrch ^, promulgated 

a ef ocsone noneteaiivreenf smsee 

under the prevfafonsel theCteorv Aif 
a^amewdeti h* fM977 C&A er 
pi^mended tetf, tlitomddtietiSbrito 
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Corrections 

- 

T&deral Register 



VoL 59, No. 74 . 

• 


Monday. April 18, 1994 


•This section of the FEDERAL REGISTER 
contains editorial corrections of previously 
published Presidential, Rule, Proposed Rule, 
and Notice documents. These corrections are 
prepared by the Office of the Federal 
Register. Agency prepared corrections are 
issued as signed documents and appear in 
the appropriate document categories 
elsewhere in the issue. 


FEDERAL MARITIME COMMISSION - 
46 CFR Part 540 

[Docket No. 94-06] 

Financial Responsibility Requirements 
for Nonperformance of Transportation 

Correction 

In proposed rule document 94-7647 
beginning on page 15149 in the issue of 
Thursday, March 31,1994, make the 
following correction: 


§540.5 [Corrected] * 

On page 15150, in the third column, 
in the table, in the second column, in 
the first entry, “10% of UPR. e ' should 
read “110% of l TR." 

BILLING CODE 1SOS41-D 


DEPARTMENT OF LABOR 

Occupational Safetyand Health 
Administration • 

29 CFR Parts 1910,1915, 1926, and '* 
1928 

[Docket No. H-122] 

RIN 1216-AB37 
Irldoor Air Quality 
Correction 

. In proposed rule document 94-7619 
beginning on page 15968 in the issue of 
Tuesday, April 5,1994. on page 15968, 
in the second column, in -the DATES 


paragraph, in the seventh line, “July 5, 
1994” should read “June 29,1994.” 

BILLING CODE 1505-01-0 ■ 

SECURITIES AND EXCHANGE 
COMMISSION 

[Release No.34-33843; File No. SR-CBOE- 
94-04]. 

Self-Regulatory Organizations; Filing 
of Proposed Rule Change by the 
Chicago Board Options Exchange, 

Inc., Relating to Listing Criteria for 
Certain Hybrid Securities 

March 31,1994. 

Correction 

In notice document 94-8281 
beginning on page 16666 in the issue of . 
Thursday, April 7,1994, on page 16666, 
the date set forth above was 
inadvertently omitted. 

BILLING CODE 1505-01-D 
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U.S. DEPARTMENT OF LABOR 

OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION 
Filename: OSHA94.293 


CONTACT: Frank Kane FOR RELEASE: Immediate 

OFFICE: (202) 219-8151 Mon., June 13, 1994 

AFTER HOURS: (703) 360-7080 

OSHA EXTENDS COMMENT PERIOD AND RESCHEDULES START OF HEARINGS ON 
INDOOR AIR QUALITY PROPOSAL 

Due to exceptionally heavy interest in proposed indoor air 

quality standards, the Department of Labor's Occupational Safety 

and Health Administration (OSHA) today gave the public six more 

weeks to comment. The comment period will be extended from June 

29 to Aug. 13, and public hearings on the proposed regulations 

will begin Sept. 20 rather than July 12. 

^ # 

"This proposed rule has resulted in more than 5,000 comments 
to OSHA so far," said Joseph A. Dear, assistant secretary of 
labor for OSHA. "The commenters submitted written requests to 
extend the comment period and accordingly, defer the public 
hearings until a later date. We will accommodate those requests 
while at the same time proceeding as swiftly as possible with the 
hearings." 

The proposed rule covers environmental tobacco smoke and 
general indoor air quality and could affect 20 million working 
men and women. It was announced March 25. 

Comments must be postmarked by Aug. 13, 1994 and are to be 
submitted in quadruplicate or one hardcopy original and one disk 
(5 1/4 or 3 1/2) in WP 5.0, 5.1, 6.0 or Ascii to the Docket 
Office, Docket No. H-122, Room N-2625, U.S. Department of Labor, 
200 Constitution Ave. N.W., Washington, D.C. 20210, telephone 
(202) 219-7894. (Any material not submitted on disk, e.g., 
studies, articles, etc., must be submitted in quadruplicate.) 

Notices of intention to appear at the hearings must be 
postmarked by Aug. 5, 1994 and submitted in quadruplicate to Tom 
Hall, Division of Consumer Affairs, Occupational Safety and 
Health Administration, 200 Constitution Ave. N.W. Room N-3649, 
Washington, D.C. 20210, telephone (202) 219-8615. 

Testimony and evidence to be submitted at the hearing must 
be postmarked by Aug. 13, 1994 and submitted in quadruplicate to 
Tom Hall at the above address. 
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All commenters and persons wishing to participate in the 
hearings should follow the rules specified in this and the April 
5 notices. 

Public hearings will be held in the auditorium of the 
Frances Perkins Bldg, U. $. Department of Labor, 200 Constitution 
Ave. NW, Washington, D.C., 20210 beginning Sept. 20, 1994, 
commencing at 9:30 a.m., and scheduled to end on Oct. 14, 1994. 

If OSHA receives sufficient requests to participate in the 
hearing, the hearing period may be extended or if that time is 
not needed the hearing period will be shortened. 

Notice of the extension of the comment period and hearing 
dates is to be published in the June 14 Federal Register. 

# # # # 
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Department of Labor 

Occupational Safety and Health 
Administration 


29 CFR Part 1910 

Occupational Exposure to Indoor Air 
Pollutants; Request for Information 
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DEPARTMENT OP LABOR 

Occupational Safety and Health 
Administration 

29CFR Part 1910 

[Docket No. H-1221 

RIN 1218-AB37 

Occupational Exposure to Indoor Air 
Pollutants; Request for Information 

agency: Occupational Safety and 
Health Administration (OSHA), Labor. 
ACTION: Request for information. 

summary: By this notice, OSHA 
requests comments and information on 
issues pertinent to indoor air quality 
(LAQ) in occupational environments. 
This notice raises major issues which 
the Agency needs to consider in 
determining whether regulatory action is 
appropriate and feasible to control 
health problems related to poor indoor 
air quality. The issues on which 
comment is requested are organized into 
five broad categories: (1) Definition of 
and Health Effects Pertaining to Indoor 
Air Quality; (2) Monitoring and 
Exposure Assessment; (3) Controls; (4) 
Local Policies and Practices: and (5) 
Potential Content of Regulation. 

Specifically, information is requested 
on the definition of and the health 
effects attributable to poor indoor air 
quality; ventilation systems 
performance; protocols for assessing 
indoor air quality; mitigation methods; 
building maintenance programs; and the 
potential contents of a regulation should 
the Agency determine that such action is 
appropriate. In addition to seeking 
information regarding IAQ concerns in 
general, issues addressed in this notice 
also focus on specific indoor air 
contaminants such as passive tobacco 
smoke (PITS), radon and bioaerosols. 
With respect to these particular 
contaminants, information is requested 
on their relative contribution to the 
overall degradation of indoor air quality 
as well as associated health effects and 
methods of exposure assessment and 
mitigation. 

This Notice invites interested parties 
to submit comments, recommendations, 
data and information on the issues 
detailed in this document as well as 
other pertinent issues. The information 
received in response to this Notice will 
be carefully reviewed and will assist 
OSHA to determine whether it is 
necessary and appropriate to pursue 
regulatory action concerning 
occupational exposures to indoor air 
contaminants. 


dates: Comments should be 
postmarked on or before January 21, 
1992. 

aooresses: Comments should be 
submitted in quadruplicate to the Docket 
Officer. Docket No. H-122, room N-26Z5, 
U.S. Department of Labor, 200 
Constitution Avenue, NW., Washington, 
DC 20210. Telephone: (202) 523-7894. 

FOR FURTHER INFORMATION CONTACT: 

Mr. James F. Foster, Occupational 
Safety and Health Administration, 

Office of Public Affairs, Room N-364S* 
U.S. Department of Labor, 200 
Constitution Avenue, NW., Washington, 
DC 20210. Telephone: (202) 523-8151. 
SUPPLEMENTARY INFORMATION: 

I. Background 

Health complaints related to indoor 
air quality (IAQ) increased significantly 
following energy conservation measures 
instituted in the early seventies. Such 
measures have generally reduced the 
infiltration of outside air, allowing the 
build-up of indoor air contaminants. 

Adverse health effects which may be 
associated with indoor air contaminants 
are classified as: (1) Sick building 
syndrome (sometimes called tight 
building syndrome), and (2) budding- 
related illness. 

Sick building syndrome is 
characterized by general complaints 
which may include headaches, fatigue, 
nausea, mucous membrane (eye, nose, 
and throat) irritation, coughs and muscle 
pain. These conditions generally are Dot 
traceable to a specific substance, but 
are sometimes attributable to exposure 
to a combination of substances or to 
individual susceptibility to lower 
concentrations of contaminants. 
Typically, the symptoms are reversible, 
disappearing or dissipating when the 
affected individuals leave the building. 

The term "building-related illness" 
describes those specific medical 
conditions of known etiology which can 
often be documented by physical signs 
and laboratory findings. Suck illnesses 
include respiratory allergies and 
Legionnaires' disease. Building-related 
illnesses are potentially severe and, in 
contrast to sick building syndrome 
complaints, are often traceable to a 
specific contaminant source such as 
mold infestation and microbial growth 
in cooling towers, air handling systems 
and water-damaged furnishings. 

OSHA believes that the major sources 
of indoor air pollutants include the 
following: 

(1) Sources outside the building, eg.* 
contaminated ambient air and radon. 

(2) Emissions from nearby sources* 
e.g., vehicular emissions from garages, 
loading platforms and nearby roads. 


(3) Equipment, e.g., contaminated 
HVAC systems and emissions from 
office equipment. 

(4) Human activities, e.g., smoking, 
housekeeping activities, maintenance 
activities, and pest control. 

(5) Building components and 
furnishings, e.g., emissions from new 
furnishings and carpets. 

Analyses of specific pollutants in 
indoor workplaces have identified 
several hundred volatile organic 
chemicals (VOCs) as well as other 
compounds. Several chemicals have 
been identified for which OSHA has 
established permissible exposure limits 
[e.&. formaldehyde, acetic acid). 
However, investigations of employee 
complaints regarding indoor air quality 
have generally shown levels well below 
permissible exposure limits for OSHA- 
regulated substances. 

Over the past decade, the National 
Institute for Occupational Safety and 
Health (NIOSH) has conducted 
approximately 500 Health Hazard 
Evaluations for indoor air quality. 
[Health Hazard Evaluations are 
workplace investigations conducted at 
the invitation of the employer to 
determine the presence of health 
hazards and to recommend measures to 
remove them.) The primary types of 
problems encountered in these 
investigations were categorized as: 
inadequate ventilation (52%); 
contamination from inside the building 
(17%); contamination from outside the 
building (11%); microbiological 
contamination (5%); contamination from 
building materials and furnishings (3%); 
and unknown sources (12%). 

A particular concern in matters 
dealing with indoor air quality is 
exposure to passive tobacco smoke 
(PTS). A wide range of health effects 
caused by passive exposure to tobacco 
smoke has been reported by the Surgeon 
General the National Research Council 
the Environmental Protection Agency 
(EPA), and private researchers, as well 
os by persons reporting health effects 
due to exposure to passive smoke while 
at work. These effects range from acute 
annoyance and eye and respiratory tract 
irritation to the development of chronic 
pulmonary disease, cardiovascular 
disease, and lung cancer. 

Tobacco smoke has been classified as 
a human carcinogen by the International 
Agency for Research on Cancer (LARC), 
the Surgeon General and the EPA. 
Nonsmokers make up a majority of 
workers in the workforce (e.g., in 1985 
only 33% of men and 28% of women 
smoked (Tager 1989)). OSHA has 
estimated, using experimental exposure 
data published by Cummings et al. 
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11990). that up fo 77% of the nonsmoking 
workforce, approximately 75 million 
men and women, is exposed to PTS 
while at work. 

It has been established in many 
reports that tobacco smoking is one of 
the major factors causing poor indoor air 
quality and that nonsmoker exposure to 
PTS while at work can be significant. It 
has also been established that of the 
more than 3.800 compounds in PTS, 60 
are known or suspect carcinogens 
(Repace and Lowrey 1985). Other PTS 
constituents are recognized as human 
teratogens and acute respiratory 
irritants (Tager 1990). 

Public concern over exposure of 
nonsmokers to PTS while at work and 
the potential life-threatening health 
effects resulting from that exposure 
prompted two public interest groups to 
petition OSHA for an Emergency 
Temporary Standard (ETS) in May 1987 
to prohibit smoking in all indoor 
workplaces except for certain specified 
areas. OSHA determined that available 
data did not demonstrate that a "grave 
danger" as defined in section 8(c) of the 
OSH Act existed due to workplace 
exposure to PTS. Since the available 
evidence would not support a “grave 
danger” finding. OSHA denied the 
petitions in September 1990. 

In response to the OSHA denial 
Action on Smoking and Health (ASH), 
one of the petitioners, filed a petition for 
review in the United States Court of 
Appeals for the District of Columbia 
Circuit in October 1989, seeking to 
compel the issuance of an ETS. The 
court upheld OSHA’s decision not to 
issue an ETS in an unpublished decision 
issued May 10,1991. 

As part of this document asking 
questions about all major indoor air 
contaminants, the Agency is also 
requesting information on occupational 
exposure to radon. These questions refer 
not only to the documented health 
effects attributable to ionizing radiation 
given off by radon daughters, but also 
assessment strategies for evaluating 
ambient levels and mitigation methods 
for its abatement 

II. Key Issues on which Comment Is 
Requested 

Definition of and Health Effects 
Pertaining to Indoor Air Quality 

(1) How would you define poor indoor 
air quality? 

(2) OSHA solicits the following 
information with respect to adverse 
health effects associated with poor 
indoor air quality: 

(a) What data are available that 
associate adverse health effects with 


exposure to the following types of 

indoor air contaminants? 

(i) Chemical agents. 

(ii) Bioaerosols. 

(iii) Passive tobacco smoke. 

(iv) Radon. 

(b) Based on observations in your 
workplace or your knowledge of 
research results, describe the adverse 
effects that you believe may be 
attributable to the quality of indoor air. 

(c) What percent of the workforce 
suffers adverse health effects due to 
poor indoor air quality in their 
workplace? What is the basis for your 
estimates? 

(d) Based on observations in your 
workplace or your knowledge from other 
sources, how much lost work time and 
decreased productivity may be 
traceable to illnesses related to poor 
indoor air quality? What is the basis for 
your estimate? 

(e) Are there any other indicators of 
workers* illness related to poor indoor 
air quality? 

(3) (a) What correlation, if any, can be 
made between symptoms presented in 
IAQ complaints and type of causative 
agent? For example, are certain 
symptoms more indicative of exposure 
to chemical contaminants as opposed to 
biological contaminants? Please give 
examples. 

(b) If such a correlation has been 
made, how effective is this information 
in identifying sources of contaminants? 

(4) At least one report (Woods 1989) 
estimates that between 800,000 and 
1.200,000 commercial buildings in the 
United States have problems that may 
be classified as Sick Building Syndrome, 
potentially affecting some 30 to 70 
million occupants. The Agency solicits 
additional data relevant to the 
development of more precise estimates 
of the number of workplaces with indoor 
air quality problems and the number of 
employees adversely affected. 

The following questions are designed 
to solicit information regarding 
bioaerosols as a specific source of 
indoor air contamination: 

(5) In cases where IAQ investigations 
have identified a bioaerosol as the 
etiologic cause of a building-related 
illness: 

(a) Did complaints occur within a 
specific length of time? 

(b) Were there similarities in 
symptoms among affected individuals 
which suggested exposure to a specific 
agent, e.g., Legionella pneumophila? 

Was the etiological agent identified? 

(c) What laboratory tests were 
performed to confirm that a specific 
bioaerosol was responsible for health 
complaints? 

(d) How was the problem resolved? 


(8) IAQ investigations conducted by 
NIOSH indicate that some type of 
biological contaminant was involved in 
five percent of the cases. 

(a) Are there other data available 
which indicate the prevalence of 
biological contaminants as the cause of 
adverse health effects? If so, please 
indicate the source of such data. 

(b) Are data available which indicate 
the likelihood that health complaints are 
related to a specific bioaerosol 
contaminant? If so, please indicate the 
source of such data. 

A wide spectrum of health effects, 
including headaches, upper respiratory 
tract irritation, low birthweight, 
cardiovascular disease, and lung cancer 
has been associated with nonsmoker 
exposure to passive tobacco smoke 
(PTC). Response to the following 
questions is requested to enable OSHA 
to identify specific worker populations 
that may be sensitive to passive tobacco 
smoke exposure in the workplace. 

(7) Persons with underlying health 
problems or chemical sensitivities often 
cannot work in industries where 
physical strength and endurance or 
exposure to chemicals occur in the 
normal job experience. 

(a) Is there evidence to suggest that 
these persons are more susceptible to 
developing health effects due to short¬ 
term exposure to PTS, such as eye and 
respiratory tract irritation? 

(b) Is there evidence to suggest that 
these persons are more susceptible to 
developing health effects due to long¬ 
term exposure to PTS, such as 
cardiovascular disease and lung cancer? 

(8) Some people may develop an 
increased sensitivity to chemical 
pollutants, such as found in PTC, during 
pregnancy or treatment with certain 
medications (Calabrese 1978). What 
additional studies pertain to this 
sensitivity? 

(9) OSHA requests data on the annual 
incidence rate of chronic obstructive 
lung disease, asthma, and allergies in 
the general population. If available, 
these data will assist the Agency in 
estimating accurate risk numbers. 

(10) OSHA requests the latest most 
accurate data on smoking behavior in 
the working population, with as much 
detail as possible with respect to age 
group, sex, race, and occupation. 

(11) To your knowledge, have PTS 
exposures been associated with specific 
adverse health endpoints in humans? 

(12) To your knowledge, have PTC 
exposures been associated with specific 
adverse health endpoints in 
experimental animals? 

With respect to IAQ problems, certain 
reports indicate that multiple factors 
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may influence health complaints. Such 

factors may include psychosocial 

considerations, physical stressors such 
as temperature. Lighting and noise and 
ergonomics. 

(13) (a) Have these factors been 
considered in instances where IAQ 
investigations have failed to identify a 
specific contaminant source? 

(b) If yes. was remedial action taken 
to improve these conditions? Please 
explain what that action was. 

(c) Did health complaints decline? 

Monitoring and Exposure Assessment 

(14) If your company keeps records of 
employee IAQ complaints, can you 
summarize your experience, 
emphasizing your efforts to localize the 
problem, identify the contaminants, 
determine the adverse health effects, 
and action taken? 

(15) Considering the wide variation in 
individual responses to chemical or 
biological exposures and other factors 
related to indoor air quality, what 
events should trigger an IAQ 
investigation? 

(16) What physical evidence which 
might trigger an IAQ investigation (such 
as stagnant water, mold, broken fans, 
dirty vents, barriers to good air mixing, 
new carpeting/insulation) have been 
identified by you or your employees? 

(17) Dust mite infestations in indoor 
environments are implicated as a cause 
of allergic reactions and exacerbation of 
asthma. Recognized as a significant 
problem in residences, such infestations 
may be associated with similar 
complaints in occupational settings. 

(a) Has your workplace ever 
monitored for dust mites? 

(b) If yes. why was the monitoring 
conducted? 

(c) Did the results of the monitoring 
indicate a dust mite infestation? 

(d) What methods were used to 
determine the presence of dust mites? 

(18) Colony forming units (efu) axe the 
usual units used to express 
measurements of bioaerosols. What 
correlation, if any, can be made between 
the number of cfo per cubic meter of air 
and the potential to cause adverse 
health effects In susceptible individuals 
exposed to such contaminants? 

(19) What data, if any. are available 
that suggest that the effects of 
bioaerosols are influenced by seasonal 
changes? 

(20} Have you made measurements of 
ventilation rates (in terms of air 
exchanges or CFM)? 

(a) If so. what were the measurement 
results? 

(b) Have you sampled for bioaerosols 
or other contaminants, eg., respirable 
suspended particles? 


(c) Was there any correlation between 
the ventilation measurements and 
sampling results? 

According to the American Society of 
Heating. Refrigerating, and Air- 
Conditioning Engineers (ASHRAE), two 
fundamental procedures are used to 
improve indoor air quality: (1) Increase 
ventilation, thereby increasing fresh air 
introduction and 

(2) Measure air contaminant levels 
and contain them below specified levels 
(ASHRAE 1989). Thus, air quantity and 
quality are important considerations in 
ensuring clean indoor air. The following 
questions cover ventilation systems and 
their relative effectiveness. 

(21) Please describe the industry you 
are part of and the type(s) of ventilation 
systemfs) used currently in your 
workplace? 

(a) Natural—wind through open doors 
or windows 

(b) General Exhaust—strategic 
placement of fans 

(c) HVAC System—centrally 
controlled heating, ventilating, and air 
conditioning system 

(22) Do you have specific data 
indicating that Variable Air Volume 
(VAV) systems are associated with 
more IAQ complaints than Constant 
Volume (CV) systems? 

(23) What monitoring techniques other 
than ventilation rates do you use to 
measure indoor air quality in your 
workplace? 

(24) Current IAQ investigations 
indicate that ambient levels for specific 
substances are typically found to be 
within occupational exposure limits. 

(a) If your workplace has conducted 
air monitoring for specific substances, 
why was such sampling done? 

(b) For what substances did you 
monitor? 

(c) What were the concentrations for 
each substance? 

(d) What types of instruments were 
used in conducting the sampling? 

(e) How often did you conduct the 
sampling? 

(25) Specifically, carbon dioxide el 
levels of 800 to 1^000 ppm has been a 
traditional indicator of poor indoor air 
quality due to poor air exchange. 

(a) Have you conducted any carbon 
dioxide monitoring? 

(b) If so, what concentrations were 
found? 

(26) (a) Is there any evidence to 
suggest that IAQ complaints coincide 
with specific amounts of specific volatile 
organic chemicals (VOCs) in air (e.g~, 
formaldehyde)? That is, can VOCs in 
mg/m 9 be used as a measure of IAQ? 

(b) Are there practical sampling 
methods available for estimating total 
VOCs in air? 


(27) NIOSH has developed guidelines 
for LAQ investigations (NIOSH 1987). If 
your workplace has conducted 
investigations: 

(a) Did you try an approach different 
from NIOSH’s in your investigation? 

(b) If yes, please explain how your 
approach differed from the NIOSH 
guidelines. 

(28) Did you use existing staff (e.g.. a 
staff industrial hygienist), or external 
assistance (e.g., OSHA consultative 
services or a private consultant), in 
conducting the monitoring? 

(29) What were the costs of the 
survey? Please separate them, if 
possible, into direct costs (such as 
detector tubes and labor costs), and 
indirect costs (such as durable item 
equipment and clerical support). 

(30) In the laboratory evaluation of 
monitoring samples, did yon use 
laboratory staff or contract with an 
outside analytical service? 

(31) What were the laboratory costs 
associated with the samples? 

(32) In the absence of visible 
indicators of potential microbial growth 
such as water-damaged carpeting or 
furnishings and accumulation of water 
and slime in HVAC components, what 
conditions would indicate the need for 
bioaerosol monitoring? 

(33) (a) If you suspect bioaerosol 
contamination, what sampling 
techniques do you use to determine the 
presence or concentration of such 
contaminants? 

(b What have been the results? 

(c) Were any remedial actions 
necessary? 

(d) If so, what actions did you take? 

(e) Did you resample following the 
initial actions? 

(f) Did it make a difference? 

The following questions specifically 
ask for information on exposure 
assessment of workers exposed to PTS 
and on smoking poLicies adopted by 
various employers: 

(34) {a) Have you conducted IAQ 
assessments relative to tobacco smoke 
contamination? 

(b) If yes, for what subatancefs) did 
you measure and what were your 
results? 

(c) What was the cost in terms of 
personnel and laboratory services? 

(35) {a) Is information available on the 
concentration of PTS components, such 
as nicotine and particulate matter, 
detected in the air of indoor 
workplaces? 

(b) If you know of such information, 
please provide available references. 

(36) Are data available that 
demonstrate specific ranges of 
concentrations of cotinine or other 
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biomarkers in biological tissues that are 
associated with specific levels of 
exposure to nicotine in PTS? 

(37) (a) What is the relationship 
between inhaled nicotine and cotinine 
levels in body fluids? 

(b) How does this relationship differ 
for smokers versus nonsmokers? 

(38) Are there identifiable biological 
markers for cumulative exposure which 
would facilitate investigation of chronic 
diseases associated with exposure to 
PTS? 

(39) (a) In workplaces where a 
restricted smoking policy has been 
implemented, has monitoring and 
evaluation been performed to determine 
its effectiveness in reducing levels of 
PTS components? 

(b) If so, what substances are 
monitored? 

(c) How is this monitoring conducted 
and how frequently is the policy 
evaluated? 

The following questions deal with 
radon as an indoor air pollutant: 

(40) Have you ever monitored for 
radon in your workplace? 

(41) If you have; 

(a) Why did you? 

(b) Who did the monitoring? 

(c) What was the resulting radon 
level? 

(d) W r here was the monitoring done 
(basement, main floor, higher floors)? 

(e) What type of monitoring was used 
(alpha track, charcoal, etc.)? How much 
did the monitoring cost? 

CD Over what period of time did 
monitoring take place? 

(g) How long was each monitor left in 
place? 

Controls 

(42) Some citations in the literature 
state that the primary source of bacteria 
released into the indoor environment is 
the human body. Has your workplace 
addressed spatial considerations to 
prevent overcrowding, and thus reduce 
the person to person spread of disease? 
How did you do this? 

(43) Do you have evidence to show 
that overcrowding is a source of 
bioaerosol formation? 

(44) Do you increase ventilation flow 
in particularly crowded worksites or 
conversely reduce ventilation during 
non-work hours? 

(45) Is it part of your company's or 
building owner's policy to follow the 
ASHRAE Standard 62-1989 regarding 
the introduction of fresh outdoor air into 
the ventilation system? 

(46) If the answer to question 45 is 
yes, do you consider the specific type of 
work environment in determining the 
appropriate quantity of fresh air to 
introduce? For example, the ASHRAE 


recommended level for smoking lounges 
is 60 Cubic Feet per Minute per person 
(CFM/person) as opposed to 20 CFM/ 
person for regular office space. 

(47) (a) If you do not follow the 
ASHRAE guidelines, do you believe one 
minimum acceptable CFM/person 
threshold exists for all indoor work 
environments which would successfully 
alleviate all health effects? 

(b) What would you recommend that 
level to be ? Please provide supporting 
information. 

(48) What data are available 
correlating PTS concentrations to 
ventilation rates and density of 
smokers? 

(49) If you believe there is an 
acceptable level of passive tobacco 
smoke in indoor air, how would you 
maintain this level in your building? 
What ventilation rate would be 
appropriate to solve this PTS problem? 

(50) (a) Have you found that 
redesigning the workplace interior (e.g„ 
as in renovation), leaving the ventilation 
system alone, results in improper 
distribution of air? 

(b) If so. what types of problems 
ensue after the remodeling? 

(51) ASHRAE set its recommendations 
assuming 100% fresh outdoor air 
introduction, but states that properly 
filtered, recirculated air at the same 
flow rates will adequately remove 
contaminants to acceptable levels. 

(a) Do you agree with this statement? 

(b) If yes, please provide information 
which supports recirculating filtered air 
as a healthy alternative to 100% fresh air 
introduction. 

(c) If not, what types of problems are 
associated with recirculated air? 

(52) (a) If you recirculate indoor air, do 
you seasonally adjust the amount of 
outdoor air your system takes in? 

(b) If so, have you observed any 
trends in illnesses or complaints which 
parallel the adjustments? 

(c) Have you observed any seasonal 
trends regrading illnesses or complaints 
independent of adjustment to the 
system? 

(53) Is the current ventilation system 
the original design or has your company 
retrofitted a system to improve indoor 
air quality? 

(54) Is it possible to mitigate IAQ 
problems due to bioaerosol 
contamination just by properly 
maintaining the ventilation systems in 
respect to microbial growth, fungal 
growth, etc.? 

(55) What are the operating costs, 
exclusive of maintenance, for your 
ventilation system? 

(56) What is your average cost per 
year for maintenance (in terms of 


cleaning, repairing, and replacement 
parts)? 

(57) If changes have been made to 
upgrade the ventilation system, why 
were they made and what were the 
costs associated with the mechanical 
improvements? 

(58) (a) Did the operating costs 
including those for energy and 
maintenance change after the upgrade? 

(b) If so, did they increase or 
decrease, and by how much? 

Some insurance carriers have been 
said to increase premiums of companies 
with inadequate ventilation systems due 
to potential law suits by employees 
whose health has been adversely 
affected by poor indoor air quality. 

(59) Has your company experienced 
an increased insurance premium direct!) 
or indirectly attributable to poor indoor 
air quality? 

(60) If so. please describe the 
situation. 

The following questions address 
means of limiting worker exposure to 
PTS: 

(61) If you use smoke reduction 
methods: 

(a) What types do you use? 

(b) What is the yearly cost of the 
program (1) per employee and (2) per 
cubic foot of workplace space? 

(62) If smoking is allowed in indoor 
work areas, what should be done to 
assure that nonsmokers are protected 
from exposure to PTS? 

(63) In your opinion, should smoking 
control policies differ for different types 
of workplaces (e.g„ factories, offices, 
stores, restaurants)? If your answer is 
yes, please state your reasons why you 
believe this. 

(64) (a) If your company confines 
smoking to designated areas, is the 
ventilation in such areas mixed with, 
outside air and distributed to 
nonsmoking areas? 

(b) Has monitoring ever been 
conducted to determine the transfer of 
smoke constituents from the designated 
smoking areas to nonsmoking areas? If 
so, can you supply the results or 
describe them. 

(65) In companies that allow smoking 
throughout the workplace, describe 
what, if anything, is done to reduce 
nonsmoker's exposure to PTS? 

(66) (a) In your experience or opinion, 
is it feasible to reduce PTS contaminant 
levels to adequate levels just by 
increasing ventilation? 

(b) If so. are costs in equipment and 
maintenance any different than those 
required for maintaining good indoor air 
quality? 

(c) If the answer to (b) is yes. what is 
the cost difference? 
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(67) (a) Is it necessary to use separate 
ventilation in smoking areas to reduce 
the possibility of cross-contamination 
during air recirculation from smoking 
areas to nonsmoking areas? 

(b) If not, explain why cross- 
contamination of recirculated air is not 
a problem. 

(68) (a) In smoking areas, what types 
of commercial room air cleaners (e.g., 
desk top air cleaners, ionizers) other 
than ventilation are used to reduce 
levels of PTS? 

(b) How do you know they are 
effective in removing smoke from the 
air? 

(c) List other commercial air cleaners 
which are effective in removing PTS- 
related gases and particulates from the 
ambient air. 

ASHRAE has specified a series of 
recommended indoor air quality 
standards to control common indoor 
contaminants. Commonly mentioned 
control techniques other than increasing 
ventilation flow include product 
improvement [e.g., lead-free paint), 
filters and electrostatic precipitators {for 
particulates), and absorbing charcoal 
beds (to remove gaseous contaminants). 

(69) Have you employed any of these 
devices or techniques to improve overall 
air quality inside your facility? 

(70) If yes, please describe the devices 
or techniques that you have employed? 

(71) (a) If you believe that OSHA 
should adopt the ASHRAE standards for 
controlling occupational exposures to 
indoor air contaminants, please provide 
any quantitative information you have 
to support their effectiveness in 
improving air quality. 

(b) If you do not believe that the 
ASHRAE standards are sufficient, 
please recommend what other actions 
snould be taken. 

(72) Please estimate what you believe 
the capital costs would be of 
incorporating the ASHRAE standard 
into your building’s design and how 
doing so would affect the cost of 
renovation projects. 

(73) How effective have modifications 
in ventilation systems and LAQ 
monitoring been in reducing the number 
of related illnesses and complaints in 
your workplace? 

(74) (a) Do you have a comprehensive 
program of regular HVAC system 
inspection and maintenance? 

(b) If so, what does the program 
consist of? 

In order to assist OSHA in developing 
a more complete profile of existing 
workplace practices in dealing with 
hazards associated with poor indoor air 
quality, comment is requested on the 
following questions: 


(75) How many workers in your 

workplace are affected by your current 

policy on indoor air quality? 

(a) What type of costs (e.g., capital, 
operating or maintenance costs) have 
been involved with voluntarily adopting 
or changing indoor air quality, including 
smoking, policies? 

(b) Have there been any cost savings 
(e.g., maintenance, insurance, 
productivity)? 

(c) Are there any options you have 
considered adopting and have analyzed, 
but have not yet adopted (including ones 
that have been rejected)? 

(d) What are they, what costs and 
benefits have you identified with them, 
and why have you not yet adopted 
them? 

(e) What is the nature of your 
business? 

(f) What is the size of the workforce at 
your establishment? 

(76) (a) How have personnel 
relationships been affected by 
workplace policies related to indoor air 
quality, especially smoking? 

(b) Have there been any quantifiable 
benefits in this area related to the 
implementation of new indoor air 
quality policies? 

(77) If your company allows smoking 
in indoor areas, please state any 
restrictions that may apply: 

(a) Is smoking restricted to designated 
smoking areas? 

(b) Is smoking restricted during 
certain times? 

(c) Are other restrictions enforced (if 
so, please state what they are)? 

(78) In your opinion or from your 
experience, are there specific 
workplaces where it would not be 
feasible to comply with a standard that 
consists of any of the following: 

(a) smoking in designated areas only, 

(b) smoking in a designated area with 
separate ventilation, 

(c) limited exposure to specific levels 
of PTS components, or 

(d) a total sucking ban in indoor work 
areas? 

(79) If your company has developed 
and implemented a smoking control 
policy: 

(a) What conditions existed that 
prompted this action? 

(b) Did the development and 
implementation of a successful smoking 
policy involve broad participation? For 
example, did the groups that 
participated include: management, union 
representatives, employees, smokers 
and nonsmokers? 

(c) With regard to current policy in 
your workplace, how many workers are 
affected by the policy? 

(d) What has been the effect of any 
smoking restriction on smoker behavior? 


(80) (a) Once a policy was 
implemented, did you provide smokers 

with information and access to non- 
coereive stop-smoking aids, such as 
smoking cessation clinics, counseling 
and self-help materials? 

(b) If you did, was it effective in 
helping smokers to quit? 

(81) (a) What means do you use to 
enforce the policy? 

(b) Do you use signs to post 
designated smoking areas? 

(82) In the experience of companies 
that have implemented smoking control 
policies: 

(a) Have costs of implementing and 
monitoring the policy been estimated? 

(b) What are these costs? 

(83) If you are a private sector 
employer, did you consider a smoking 
control policy in order to reduce 
potential liability? 

(84) If your company has been 
involved in smoking-related litigation, 
have you initiated smoking control 
policies to reduce the possibility of 
further litigation? 

(85) If, as a result of monitoring for 
radon, you determined that action was 
required to reduce the level: 

(a) What action was taken? 

(b) Was monitoring performed 
subsequent to abatement action? 

(c) To what extent did the abatement 
change the levels? 

(d) What was the cost of such 
mitigation? 

Local Policies and Practices 

(86) (a) In your local area (municipality 
or State) how many establishments have 
voluntarily established indoor air 
policies? 

(b) What do these policies entail? 

(c) Do these policies vary between 
types of businesses? 

(d) Why were these policies adopted? 

(87) (a) Are businesses facing legal 
pressure to implement general clean 
indoor air policies? 

(b) What legal problems have been 
encountered when establishments have 
attempted to establish or modify indoor 
air quality policies? 

Where states or localities have 
decided to regulate smoking in the 
workplace: 

(88) OSHA requests that copies of 
state or local smoking rules, regulations, 
or guidelines be submitted. 

(a) Why wu/e certain types of 
workplaces included in the above but 
others omitted? 

(b) Please identify sections of this 
rule, regulation, or guideline that are 
different for certain types of employers 
or conditions of employment (e.g., 
restaurants, private offices, and 
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as compared lo others (e.g., 
Reneral office space and public space). 

(c) Are structural changes in the 
ventilation system or the building of 
barriers between smoking and 
nonsmoking sections ever a specified 
option for employers in attempting to 
comply with the rule, regulation, or 
Ruideline? 

(89) Have there been any difficulties 
m implementing, monitoring, enforcing, 
and evaluating the effectiveness of these 
rules, regulations, or guidelines in 
reducing exposure of nonsmokers to 
PTS? 

(90) (a) Has compliance with these 
various rules, regulations, or guidelines 
been measured? If so, how? 

(b) Have these various rules, 
regulations, or guidelines been effective 
in reducing the amount of PTS in various 
workplaces? 

(c) What sort of violations are you 
experiencing? 

(d) What are the penalties for 
noncompliance? 

(e) What type of resources are being 
used to ensure compliance with the rule, 
regulation, or guideline? 

(91) In the workplace experience, 
what costs or savings have resulted in 
your complying with the rule, regulation, 
or guideline? 

Potential Content of Regulation 

(92) If OSHA determines, on the basis 
of adequate evidence, that regulatory 


action is needed to protect employees 
from adverse health effects related to 
indoor air quality, what elements do you 
believe such regulation should include? 
Please provide the basis for your 
suggested element(s). 
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holidays excepted. 

1. American Society of Heating and 
Refrigerating and Air-Conditioning Engineers 
(ASHRAE). 1989. ASHRAE 62-1939. ASHRAE 
Standard: Ventilation for Acceptable Indoor 
Air Quality. ASHRAE Inc. Atlanta, Georgia. 
ISSN 1041-2330. 

Z Calabrese. E. 1978. Pollutants and High- 
Risk Groups: The Biological Basis of 
Increased Human Susceptibility to 
Environmental and Occupational Pollutants. 
John Wiley and Sons, New York. 

3. Cummings, M., Markello, S., Mahoney, 

M.. Bhargava, A., McElroy, P., and Marshall. 

J. 1990. Measurement of current exposure to 
environmental tobacco smoke. Arch. Environ. 
Health 45[2}:74~79. 

4 . Giantz, S. and Parmley, W. 1991. Passive 
smoking and heart disease: Epidemiology, 
physiology, and biochemistry. Circulation 


5. National Institute for Occupational 
Safety and Health (NIOSH). 1987. Guidance 
for Indoor Air Quality Investigations. Hazard 
Evaluations and Technical Assistance 
Branch. Division of Surveillance. Hazard 
Evaluations and Field Studies. Cincinnati 
Ohio. NIOSH-00174355. 25 Pages. 

6. Repace. J. and Lowrey. A. 1985. A 
quantitative estimate of nonsmokers ’ lung 
cancer risk from passive smoking. Environ 
Int. 11:3-22. 

7. Tager, 1.1989. Health effects of 
involuntary smoking in the workplace. N.Y. 
State J. Med. 89(1):27-31. 

8. Woods, J. 1989. Cost avoidance and 
productivity in owning and operating 
buildings. In: Cone, ]. and Hodgson, M. (eds): 
Problem Buildings: Building-associated 
Illness and the Sick Building Syndrome. 
Occup. Med. State of Art Rev. 4:753-770. 

IV. Authority and Signature 

This document was prepared under 
the direction of Gerard F. Scannel. 
Assistant Secretary for Occupational 
Safety and Health, U.S. Department of 
Labor, 200 Constitution Avenue, NW., 
20210. It is issued pursuant to section 
6(b) of the Occupational Safety and 
Health Act of 1970 (84 stat. 1593: 29 
U.S.C. 655). 

Signed at Washington, DC, this 16th day of 
September 1991. 

Gerard F. Scannel 
Assistant Secretary of Labor. 

[FR Doc. 91-22690 Filed 9-19-91: 8:45 am] 
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DEPARTMENT OF LABOR 
Occupational Safety and Health 

AHmin lMfOtU m __ 


29 CFR Part 1910 
[Docket No, H-122] 

RIN121S-AB37 

Occupational Exposure to Indoor Air 
Po&itants; Request for Information 

AQEMCY: Occupational Safety and 
Health Administration (OSHA), Labor. 
ACTION: Notice of extension of the 
comment period. 

S W m An vs The Occupational Safety and 
Health Administration (OSHA) 
published a Request for Information on 
Indoor Air Pollutants on September 20. 
1991 (56 FR 47892). The comment period 
was 120 days, ending on January 21, 
1992. A written request to extend the 
comment period 60 days was received 
on January 15,1992. The comment 
period is being extended for this 60 day 
period. 

DATES: Comments should be 
postmarked on or before March 20,1992. 
ADDRESSES: Comments should be 
submitted in quadruplicate to the Docket 


Officer, Docket No. H-122, room N-2B25, 
U.S. Department of Labor, 200 
Constitution Avenue, NW. Washington, 

.nn a ni fcju iTTI 1 1 

jju zuziu. leiepnone: (zozj 523-7094. 

EON FURTHER INFORMATION CONTACT: 

Mr. James P. Foster, Occupational 
Safety and Health Administration, 

Office of Public Affairs, room N-3649, 
U.S. Department of Labor, 200 
Constitution Avenue, NW^. Washington, 
DC 20210. Telephone: (202) 523-6151. 

SUARUatfCNTAItY INFORMATION: 

Background 

On September 20,1991 OSHA 
published a Request for Information 
(RF7) on indoor air quality issues. The 
issues on which comment is requested 
are organized into five broad categories: 
(1) Definition of and Health Effects 
Pertaining to Indoor Air Quality; (2) 
Monitoring and Exposure Assessment; 

(3) Controls: (4) Local Policies and 
Practices; and (5) Potential Content of 
Regulation. Specifically, information is 
requested on the definition of and the 
health effects attributable to poor indoor 
air quality; ventilation systems 
performance; protocols for assessing 
indoor air quality; mitigation methods; 
building maintenance programs; and the 
potential contents of a regulation should 


the Agency determine that such action is 
appropriate. 

^_ 

OSHA received a written request to 
erfend the edmment period 60 days on 
its Request for Information (RFI) on 
Indoor Air Quality issues. The requestor 
found that the amount and complexity of 
information requested in the RFI could 
not be adequately addressed in the 
amount of time originally given (120 
days). The Agency agreed to the request 
for additional time. Comments should be 
postmarked no later than March 20. 

1992. 

Authority and Signature 

This document was prepared under 
the direction of Dorothy L Strunk. 

Acting Assistant Secretary for 
Occupational Safety and Health, U.S. 
Department of Labor, 200 Constitution 
Avenue, NW., 20210. It is issued 
pursuant to section 6(b) of the 
Occupational Safety and Health Act of 
1970 (84 stat 1593: 29 U.S.C. 655) 

Signed at Washington. DC this 21st day of 
January 1892, 

Dorothy I* Strunk, 

Acting Assistant Secretary of Labor 
(FR Doc. 92-1827 Piled 1-24-02:8:45 am) 
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OSHA DOCKET 

PROPOSED RULE ON INDOOR AIR QUALITY 

H-122 

OSHA EXHIBIT 

DOCUMENTS 

NUMBER OF 
SUBMISSIONS 

Exhibit 1 

Federal Register Notice, "Occupational 
Exposure to Indoor Air Pollutants; 

Request for Information", September 20, 
1991 

1 

Exhibit 2 

References Cited in Federal Register 

Notice on Request for Information, 
September 20, 1991 

8 

Exhibit 3 

Comments Received in Response to 

Request for Information 

1,214 

Exhibit 4 

Federal Register Notice of Extension of 
Comment Period on Request for 
Information, January 27, 1992 

1 

Exhibit 5 

U.S. Court of Appeals, No. 91-1037, 

Order in ASH v. OSHA, September 1991 

1 

Exhibit 6 

U.S. Court of Appeals, No. 91-1038, 

Order in ASH v. OSHA, September 1991 

1 

Exhibit 7 

Federal Register Notice of Proposed 
Rulemaking on "Indoor Air Quality", 

April 5, 1994 

1 

Exhibit 8 

Literature Referenced in OSHA’s April 5, 
1994, Notice of Proposed Rulemaking 

339 

Exhibit 9 

Public Comments in Response to OSHA’s 
Proposed Rule on Indoor Air Quality 

105,552 

Exhibit 10 

Notices of Intent to Appear at OSHA’s 
Public Hearings on Proposed Rule on 

Indoor Air Quality 

794 

Exhibit 11 

OSHA Submissions to the Public Record 

282 
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Exhibit 12 

Federal Register Notice of Extension of 
Comment Period and Rescheduling of 
Public Hearings, June 14, 1994 

1 

Exhibit 13 

OSHA Consultant Submissions and 
Statements 

16 

Exhibit 14 

Late Comments Received in Response to 
Notice of Proposed Rulemaking on Indoor 
Air Quality 

4,772 

Exhibit 15 

Comments Received through Controlled 
Correspondence (Congressional Letters) 

201 

Exhibits 16 through 

306 

OSHA Public Hearings Exhibits 

290 

Exhibit 307 through 

534 

Post-Hearing Comments and Briefs 

Over 2,000 
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